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CHAPTER I
INTRODUCTION

The Continental Congress creeted & Hospitel Department on
27 July 1775, to provide medicsl service for the Army.l Two hundred
yeers later, as it celebrated a bicentennial anniversary ringing with
the contributions of such scientific and militery giants as “illiem
Besumont, Walter Feed, William Corgss, and Leonard Weood, the Army
Medical Department was facing one of the most difficult and serious
challenges in its history--the procurement encd retention, in =an all-
volunteer force environment, of a sufficient number (end with requisi‘e
specislty distribution) of physicians to adequately staff its world=
wicde health care delivery system. By 1978, the shortage of militery
physicians had reached such serious proportions that it wzs classified
by the Army Surgeon Cenerzl as "our most significent problem, now and
for the next five years."2 The menner in which this challenge is fi-
nally resolved may well result in a drematic zlteration in the mili-
tary health care delivery model, -vith far-ranging repercussions on the
morale znd combat effectiveness of our armed forces.

Under Title 10 of the U.S. Code, the Army Medical Department
(AMEDD) exists "to provide combat support to forces committed to opera-
tions in the field, pursuant to zprropriate netional decisions."3 To

accomplish this mission, which includes preventive and curative medical,

cental znd veterinary servicec, the AMEDD has defined four principle

s mme o e



objectives:
1. To maintain physicelly and mentally fit soldiers and trained
health menpower to deploy in support of Army combat, contingency
snd mobilization plans;
2. To provide care and treatment capabilities in a theater ol
operations =nd the continental United States as a consequence
of hostile uctivities;
3. To provide health services for dependents of soldiers, re-
tired members and their dependents, and dependents and survivors
of deceased soldiers;

L. To provide a major incentive for soldiers, to inclﬁde health
professionals, to select military service as a career.

The primary mission of the AMEDD during peacetime is training,
to achieve and maintsin the readiness posture required for rapid and
adequate response in time of war. The mezintenance of a sizezble de-
livery system which provides hes’th care to other than active duty mem-
bers hzs been justified by the fact that the required rezdiness posture
is derived through the training opportunities afforded by providing day-
to-day health care and supportive health services to a brozd spectrum

5

of ages and categories of pstients.” Through the delivery of these ser-
vices, which constitute a socisl good znd 2n important fringe benefit
for American soldiers, the AMEDD fine tuhe$v£hbéé ékill; réqﬁiféd to
support deployed combat forces.

“he physician is the cornerstone of =ny medical care delivery
system, =nd must be present, if that system is to work.6 He is ulti-
mately responsible for determining the zppropriate metiod, extent and
timing of medical interventions, znd is held responsible for their out=-

comesz, The spplication of current management and educational advances




to health curz delivery systems, and evolutionary trends within the
healtn protessions, have resulted in such innovative medical care mo-
dels as nurse clinicians, physician assistants, clinical pharmaecists,
and = host of ancillary support personnel, Each of these components

is vital to the effectiveness and efficiency of the total medical care
system, Nevertheless, the physician still provides the directing force
which orchestrates the efforts of sll other elements in the system.7

The role of the physician in the Army delivery system accurately
reflects that of his civilien counterpart. The importance of the physi=-
cian to the military medical service was clearly reaffirmed by Secretary
of Defense William Clements in 1973 when he stated that, of the various
of{icer specizlities required in the heeslth field, medical officers were
the most cz‘j.f.ica.]..8 Obviously, without a Medical Corps there would be
no Army Medical Depzrtment.

For over two deczdes prior to the establishment of the ail-volun-
teer force in 1973, the vast mzjority of army physicians entered active
duty as a result of the draft, or draft-related personnel procurement
programs.9 when e draft was terminated, only one-sixth of active duty
physiclians were considered to be true volunteers.lo ketention of non-
volunteers was less than one percent,11 and ennual turnover of Medical
Corps officers exceeded thirty-three percent.l2 As a result of this his-
torical experience, it was commonly accepted by planners in the execu-
tive 2nd legislative branches of government that, in the absence of
drem-tic increases in recruiting snd retention incentives, the military

mediczl cervices would not be zble to 3ttrzct or retain suificient




ohysiciens in =zn 2ll-volunteer environment.

To create incentives whien wculd atirect pnysicians to militery
service on 2 voluntery besis, the Congress enscted severel pieces of
legislation which esteblished medicsl school scholarships in return for
obligated military service; created a military medical school; znd sro-
vided a bonus to physicians who "ould agree to remein on zctive duty
beyond taeir obligzted period., This bonus mede medicel officers thne
most highly peid greup on sctive duty. The implimentztion of these ex-
tremely expensive programs znd their effectiveness as short or leng
range solutions to physician staffing in support of zn =2ll-volunteer
force have been the subjects of continuing debate emong interested govern-
ment agencies, the militery Surgeons Generzl, and the Congress. Since
1572, Congressionsl testimony regarding this subject reveals 2 recura
ring pattern of initial optimism, followed by cautious predictions of
ultimete success, and ending in explanations of progrem wezkness and +he
rneed for modilications or additional programs to enable the armed ferces :-
to recruit and retain adequate physicians <o deliver care to eligitle
beneficiaries,

As of 1 October 1978, 2 total of 4,063 physicians were on active
duty in the Army Medical Corps, 2lmost 1,500 <ever than were or z2ctive

1
duty on 30 June 1973, the day the draft officially ended. 3 Curiously,

despite 2 near consensus amoeng providers, legislators, government orfi-

cels 2nd beneliciaries of military health care thet 2 serious physician

shortzge existed, the Army Medicel Corps, on 1 October 1378, exceeced

: _ 14
suthorized end-strength.
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Statement of the Problem

This thesis seeks to determine the impact of the 2ll-volunteer

force on physician procurement and retention in the Army Medical lepart-

s aall m . ot B e mm el

ment, from 1973 to 1978,

Obéectives

The objectives of this study are to:
1. Analyze the planning which occurred and the provisions of
the major programs which were established to recruit and retain physicians
in an all-volunteer Army. -
2. Evaluate the effectiveness of these procurement »rograms
during the peried 1573-1978.
3. Determine the reasons for program performance during the
period studied.
L. A4ssess the ability of the all-volunteer Army to attrect and

retain sufficient physicians to accomplish its mission.

Limitations

The following limitations seem appropriate to this study:

1. Research is primarily confined to an analysis of physician
procurement and retention for the active Army during the period studied.
However, 1 brief discussion of the impact of the all-volunteer force
concept on the Medical Corps Reserves is included as an essential ele-

ment of the research resulis.

2. The study is restricted to an evaluation of the effective=-

ness of the major personnel procurement programs enacted uy Congress to




provide for the maintenance of Medical Corps strength in en all-volun-

teer environment.

3. Research excludes & discussion of alternative mechanisms of
physician and other medical care provider utilization. This limitetion
specifically excludes 2 discussion of efforts to increzse physician
productivity through programs such as accelerated hospitzl construction
snd modification, 2nd incressed use of ancillary support personnel.

L. The study also excludes zn evaluation of the overall merits
of the all-volunteer force concept. As a further limitation, the suthor
has not sought to establish normative positions regarding the dynamics
which are present in the interaction of various brznches and agencies

of the federal government.

The following assumptions underlie this study:

l. That the Army will continue to require and operate z sepa-
rate medical department for the foreseezble f{uture.

2. That the Army Medical Deéartment will continue to provide
medical care to active duty and retired personnel, and their dependents.

3. Thet, for the purposes of investigation and consistent with
the scope of this study, it can be vszlidly presumed that mechanisms for
increasing the effectiveness and efiiciency of military physician utili-
zation were being studied and implimented,‘consistent with resource

availability; and that physician requirements defined by the Army Medi-

cal Department reflected these efforts.




L. That Navy and Air Force experiences with physician procure=-
ment and retention essentially paralleled those of the Army, during the
period studied.

Research Methodolqu

Research methodology inclucdes a search of the Defense Documen-
tation Center, and a review of pertinent military and civilian litera-
ture. The primary methodology consists of an extensive review of Con-
gressional testimony concerning the thesis topic, during the period 1972
through 1978, and a comparison of this testimony over a pericd of time.
Preliminary research into the broasd subject of the impact of the All-
Volunteer Army on the Army Medical Department had revealed the presence
(in transeripts of Congressional hearings and reports) of 2 sizeable
and multifaceted amount of data, information, and opinion regzrding the
difficulties associated with physician procurement in the all-volunteer
environment. The period studied e¢ncompassed three different U,S, Presi-
dentlal Administrations, several Secretaries of Defense, three irmy Sure
geons (Ceneral, and a significant turnover i{n Congressional membership.

A comparison of the Congressiocnal testimony of key participants from
the Department of Defense and the Lepartment of the Army, over a period
of time, provides insight into planning, early projections, program
performance, initiatives to modify program performance, and the intere
action of the Congress, the Department of Defense, and the Surgeons

General.

The evaluation of Congressional testimony must consider the vested

interests of the agencies represented. t seeme clear, however, that

»...unmunm
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the frequency of testimony and the sizeable number of different Con-
gressional committees and subcommittees which became interested in

nthe physician shortage,” to say nothing of the difference in witnesses
over time, will enable the author to make valid inferences in spite of
this limitation.

Other research methods include 2 review of selected internal
working documents from the Office of the Surgeon Cenerszl, telephonic
and personal interviews with selected officials at the Qfiice of the
Surgeon General (to obtain backgzround information), and interviews with

selected Army Hospitel Cormenders.

The Berry Plan,--A tri-service program which, based on the pro-

Jected needs of the military services for specialists, granted deferment

of active duty for residency training to randomly selected graduating medi-
cal students, who voluntarily applied for participation and accepted
appointment in the Medical Corps Reserve of whetever branch of military
service to which they were allocated. Upon completion of speciality
training, Berry Plan participants were called to active duty for two

years,

The Doctor Draft.--4 provision of the Military Selective Service

Act which gave the President suthority to induct Special Registrantse-

ohysicians, dentists, veterinarians, optometrists, and male nurses. 3y
virtue of thelr having obtained deferment from the general draft, prior

to the age of 26, Special Registrants were eligible for the doctor draft




until age 35. Upon receipt of their induction notice, individuals in
this group would be o fered appointment in the appropriite commission-
ed corps of one of the military services. In practice, physicians con-
stituted the vast majority ol those called to active duty under the
doctor draft.

Foreign Medical Graduate.--To be eligible for entry on active
duty as a medical officer’, a graduate of a school of medicine or oa-
teopathy which is outside the United Statee and Canada, and which is
recognized by the World Health Organization, must have passed a written
examination and be certified by the Education Counci{l on Foreign Medi-
cal Cradvates (E.C.F.M.G.) of the American Medical Association. Eli-
gible foreign medical graduates may be U.S. citizens or non-citizens.
who huve permanent resident status.

Craduate Medical Pducation.--Specilalty training (a residency)

lCCOﬂplithd»hftet graduation from a medical school, which leads to
eligibility for certification by one of the specialty boards (i{.e. ge-
neral surgery, internal medicine, pediacrics, etc.) of the smerican
Medical Association or American Osteopathic Association. The length
of residency training depends upon the specialty. Including what was
formerly considered the internship year, it generally takes from three
to five years after graduation to complete a basic residency.

(bligated Service.--A contractual or statutory obligation to

serve on active duty for a specified period of time.

Volunteer.--A physician who has no contractual or statutory

obligatad service, who is qualified for and who chooses to accept
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commissioned appointment and active duty in the medical corps of one of

the military services.

Review of the ILiterature

A review of the civilian literature reveals a broad spectrum of
inquiry into the all-volunteer force concept, and a variety ol perspectives
associated with the continuing debate over its merits and implications.
Since thls area of ingquiry is specifically excluded from the scope of
this study, literature in this general category is not included in the
review,

Lhilth the exception of a series of articles offered by the Sure
geons General and other high level Cepartment of [Defernse officials during

the 1971-75 period,l5

the author encountered a relative lszck of substan-
tive discussion of all-volunteer physician recruitment and retention in
published form. These early comments reflected a cautious optimism that
the all-volunteer force concept could be successfully applied to the mili-
tary medical departments, The perspectives contained therein will ve
discussed in subsequent chapters, as part of an examination of early
planning on the part of top level military health care managers.

A search of the Defense Documentation Center and the Command and
General Staff College Library yielded a sizeable body of unpublished
studies, Army and Air War College theses, student essays, and graduate
theses which were considered to be appropriate for academic review. as
a group, these studies provided excellent backgrouni information and in-

sight into the environment in which the all-volunteer experiment was ap-

plied to the military medical departments. The literature review has led
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the author to conclude that the methedology and cirection of this study
ere not (uplicative, and that this academic inquiry can contribute to the
existing body of knowledge on this subject.
Several of the studies revealed an acute concern, during the late
1960's and early 1970's, over the military services' increasing diffi- =
culty in retaining what they considered to be their career medical offi- :
cers. In a 1960 MMAS thesis, William P. ¥Winkler, Jr. reported that the
average number of Regular Army Medical Officer resignations had increased
from forty per year, during fiscal years 1959-62 to 106 per year during
fiscal years 1963--66.16 In addition to resignations, he found that, during )
the 1963 to 1967 period, the rate of voluntary retirement among Medical
Corps officers had been almost twice the rate of 211 other Army officers. 2N
In order to investigate the various factors involved in the retention |
problem, “inkler randemly surveyed Regular Army Medical Corps officers,
and concluded that income and income-reslated problems were the principal

causes of career physician 105565.17

He further concluded that the most

powerful factors which influenced retention were experiences such as

assignment to troop units and military schooling, which enabled identifica- ;;

tion with the Army and its goals.18
The importance of organizational identification as a retention

motivator for physicians was tested by Michael L. Feris and Vernon M,

Peters, in a 1976 graduate thesis for the Naval Postgraduate School.t?

This study applied e model of organizational commitiment, developed

from a synthesls of research findings in related areas of organizational

psychology, to the problem of physician retention. The authors concluded

T v mglira @ UK 5" Rk b bt 22 faasacad: e~ VL
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from their research sample that the individual's length of service and
perception of the command's concern for the morale and welfare of its
human resources were the most powerful predictors of retention, and
considerably more successful than concerns over salary, status, and

fringe benefits.20

This study's conclusion that job satisfaction and
perceived command credibility regarding its concern for the welfare of
its human rescurces are essential ingredients to solving the retention
problem was an excellent contribution to the traditional precccupation
with financial approaches to this complex problem,

In a 1969 Army War College thesis, Mzurice S. Berbary offered
a well-documented review of tte leglslative history of the doctor draft,
and the programs of salary and promotion incentives which were enacted
to stimulate retention of career'physicians.zl Berbary orfered con-
siderable evidence that, throughout its post-world War II history,
neither the Congress, nor the armed forces, were pleased with the doc-
tor draft, which was viewed essentially as a necessary, if onerous,
evil.22 He further reported that, to establish a mechanism designed
to alleviate what was generally considered to be a critical shortage
of career or long-term military health professionels, legislation
authorizing medical school scholarships, in return for military ser-
vice, had been repeatedly introduced in Congress, since 1961, with thre
support of the Department of Defense.23 Re also discussec the consis-

tent opposition of the Army Surgeon General and the Department of Ce-

fense ‘o legislative proposals during the 1960's to establish a nilitary

U

medical academy.2 In 1969, this opposition apparently centered around
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cost, the conjectural nature of the advantages associatec with military
medical professionalism, and concern over professional and academic
isolation.25 As will be discussed in subsequent chapters, the critical
legislation, which was enacted in 1972 to support the attainment o1 an
all-volunteer military medical corps, provided for both a health pro-
fessions scholarship program and the creation of a military medical

schooJ..26

Debate over the latter provisicn has continuved throughout
the period studied by this thesis.

Several of the studies reviewed offered insights into tke pro-
visions of the programs enacted tc counter the problem of career physi-
cilan retention in the all-vclunteer environment. In a 197L Air Var
College study, Theodore J. Wachs offered a good survey of the income
incentive programs under consideration, at that time, and predicted
serious difficulties in recruiting and retaining physicians in the ab-
sence of the draft.27 He further suggested that the growing disparity
between demand for military health care ancd the ability tc satisfy that
demand was not necessarily being caused by a physician shortage as much
as a surplus of patients.28 He reported that the active forces had
been reduced significantly by 1973 from a peak of 3.5 million in 1948,
with a concommitant reduction in military medical officer authorizations.,
However, the number of retired members, their dependents, and dependenis
of ective duty personnel had increased during this period, and ‘as ex-

29
pected to continue at this trend for the remainder of this century.””

Tais pnenomenon is a hidden cost of the United States involvement in

the Vietnam ar, and has considerable impact on the military health
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care delivery systen.

In a 1975 student essay for the Army War College, Jon N, Harris
traced the development of the Variable Incentive Pay program (VI?),
which is one of the major incentive programs to attract an all-volunteer
medical corps, and provided an excellent discussion of its provisions.30
Harris concluded that the VIP program, combined with advanced promotion
and certain retirement advantages, would make the pay of military phoysi-
cians reascnably competitive with that of the civilian sector.

Y. M. Vance examined the Army Medical Cepartment pbysicien
procurement policies, procedures end technigues, to determine their
adequanr %o meet the requirements for volunteer physiclans, for the
period 1375 through 1980.°F 1In this 1975 MMAS thesis, Vance offered
a review of Army physician procurement from 1540 through 1973, presented
an excellent discussion of the AMEDD Officer Procurement System, and
compared physician procurement techniques used by military and civilian

recruiting agencies, He concluded that the procurement network was not

being shifted forcefully enough to meet the realities of the zero-draft

environment, and predicted that significant shortages in physiciens

would occur, unless a concerted effort was made to attract volunteers

through an aggressive end innovative package of advertising technic_ues.3
Vance's predictions of physiclan shortages were echoed in a

1975 Navy study, in which John Waggoner and others concluded thati, be-

cause of the heavy turnover of Navy physicians during the transition

to an all-valunteer corps, the Mavy 3ureau of Medicine and Surgery

would lose more physicians in the late 1970's than it could replacs,

]
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end would therefore be unable to provide csre at existing levels for

all categories of Navy beneficiaries.33

This study concluded thet the
most coste-effective alternatives for providing care which was no longer ;Q
available in Navy facilities, were increased use of the Civilian Health
and Medical Program of the Uniformed Services (CHAMPUS), or exploration
of the use of Health Maintenance Orgzanizations by dependents and re-
ired beneficiaries, The study projected that these alternatives would
be required until the 1$80's, when, it predicted, physician procurement
programs would enable the Navy to regain its medical officer strength.Bb

During the summer of 1977, the necessity “o reduce health ser=-
vices to dependents and retired beneficiaries, tecause of dwindling
physician resources, resulted in a noticeable increase in the visibility
of the difficulties being encountered with phvsician procurement.35
Cutbacks in health services were perceived as part of the general
"erosion of benefits" of the military, and the sudden "doctor shortagen
assumed increased news value.

In a 1976 MMAS thesis, J, J. Foley, Jr. surveyea a sample of
mid-career Regular Army oriicers, to cdetermine the etfect of perceived
erosion of benefits on career planning decisions. He found that the dis-
integration of the Army fringe benefit package, particularly medical
care and retirement benefits (and medical care as an important benefit
of the retirement package), were strong influences %o leave the Army.36 ]

Foley reported ¢n a 1975 Army-wide randem survey of ten percent of

married officers, of which 71.% percent felt medical care #as the most

valuable benelit, and an additional 17.7 percent considered it the
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second most valuable benefit.37 The results of his regsearch correlated
extremely well with this and other aurveya.38
In the fall of 1978, the Association of the United States Army

published a Special Report entitled 'Military Health Care: A Deteriora-
ting Benefit," which concluded that the military health care system was
in a state of crisis caused by a growing shortage of physicians, ''the
prime health care practitionera."39 This articulate, if somewhat argu-
mentative paper attributed the '"physician shortage' to the elimination
of the doctor draft and draft-related programs, and retention failure
arising out of conditions of physician overwcrk, inadequate facilities,
and the erratic behavior of retention-related programs. It forecast

' little chance of alleviating physician shortages short of a return to
the draft,ao and offered a broad array of recommendations aimed at {n-
creasing retention, upgrading medical facilities, and expanding medical

4
benefits for dependents and retired personnel. 1

The primary contribution of the AUSA paper was its blunt and

vather bleak agsessment of the impact of reduced military health care
capabilities on the entire erocsion of benefics issue. The decreasing
availability of Army physicians, particularly in specialties such as
radiology and internal medicine, has required curtailment of certain
services in many fac{lities, and referrzl of patients to the c¢ivilian
cector.az The groups most affected have bes retired members and their
dependents, and to a lesser extent, dependents of active duty personnel.
Since, u.der CHAMPUS, retired members are liable for twenty-five per-

cent of inpatient charges, referral to a civilian hospital for a long-
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term or catastrophiec illness could represent financial disaster for
persons in this category. AUSA wryly noted that, having supposedly
accumilated permanent health care entitlements for himself and his
spouse over the course of a military career, the retiree is now being
forced, because of the shortage of military physicians, either to
risk the financial consequences of serious illness, or buy insurance
to fill the gap which has suddenly appeared.h3 The financial conse-
quences of referring dependents of active duty personnel to civilian
facilities, though less than those for retirees, are still significant,
particulsrly for junior enlisted personnel. The AUSA paper concluded
that problems with the military health care system, and the continuous
uncertainty in the minds of soldiers regarding the availability of care
for themselves, and particularly their dependents, constitute rthe
current prime threat to the morale and wellsbeing of the Armed Forces
of the United States."hh
The strong pesition adopted by the AUSA Report and the numerous
normative statements contained therein are conzidered to be beyond the
academic scope and limitations of this study. The paper has been ine
cluded in the literature review because of its recency and tkhe insights
it provides into the complexity of the subject, as well as the impact
of procurement and retention on the morale, and therefore, the effective-
ness of the armed forces. The very existence of reports such as this

has led the author to conclude that this academic investigation is

appropriate, and potentially valuable.
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CHAPTER II

PLANNING FOR THE ALL-VOLUNTZER
ENVIRONMENT

Historical Perspectives

Richard M. Nixon's proposal to end the increasingly unpopular
military draft and establish an all-volunteer armed force, made late
in the 1768 Presidential Campaign,l was not a novel idea. Until the

Selective Service Act of 1948, the nation, during peacetime, had re-

lied on volunteers to maintain what had been relatively small military

2

forces.” Fnacted to provide the military manpower required to cope

with the tensions of the Cold War era, this statutery authority for
military {nduction was amended in 1950 to include doctors as a special
category, and extended continuocusly for four-year periods over the
following twenty-year period. In 1$71, President Nixon, in fulfillment
cf his campaign promise, requested a two~year extension of Presidential
authority to induct, and set the goal of 1 July 1973 for termination
of the military drart.3 The achievement of this goal removed what had
becom¢ a major social irritant from the American domestic scene. The
ultimate effects this action will have on military medicine have yet
to be realized.

The national climate in the late 1960's which witnessed the
domestic violence, demonatrations, and draft resistance, evasion end

avoidence of the Vietnam era, nrovided heightened politicel impetus to

21
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Presidential initiatives to terminate the military draft, 4 Presi-
dential Commission, appointed in 1569 under the chairmanship of
Thomas Getes, studied the feasibility and desirability of an all-
volunteer force. One year later, this Commission reported its unanie
mous copinion that the national interests would be better served by an
all-volunteer force, supported by an effective standby draft, rather
than by continuation of the existing Selective Service system. Con-
gressional acceptance of its findings was readily obtained.h In re-
flection of the national mcod, Congressional approval of the termina-
tion of the draft arose more from a preoccupation with ending United
States involvement in Southeast Asiz, than an extensive analysis of
the economics of the all-volunteer force concept. In the words of
Senator Sem Nunn (D, V¥.C.),"anelysis of the all-volunteer force was
not the sole concerning issue at the time "’ During Congressional consi-
deration of the 1971 Nixon reguest for a final draft aextension of two
years, a total of fifty-four amendments were proposed on the Senate
floor, many of which deait with the Vietnam War and not the military

draft.b

The major recommendations of the Gates Commission involved

elimination of what were perceivea as pay inequities which discriminated

2

against junior enlisted personnel.’ The basic premise of the ixon

administration was that an allevolunteer force could be achieved by
merely paying & "market wage" sufficient to attract enough recruits to

8

make the draft unnecessary.” While it was possible to conceive of

compensating recrults at levels earned by comparubly aged and educated
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civilian workers, there is no evidence to suggest that serious con-
sideration was given to achieving market parity between military and
civilian physician incomes, It was estimated that the average net pre-
tax income for physicians in private practice was approximately $40,000
per year, in 1971.9 To partially close the gap between incomes of mili-
tary and civilian physicians, the Gates Commission recommended & re-
vised and significantly increased scale of special pay for physicians
which would increase monthly professionel pey to over ;1,000 per month
for medical officers with over eight years of active service.lo Heving
nade this extremely expensive, and thus, relatively unfeasible recommen-
dation, the Cates cammission concluded that medical ofricers.too could
be all-volunteer. The national climate was such that arguments to the
contrary were simply not in vogue.

Physician Procurement Under the Draft "

Section S(A) of the Military Selective Service Act provided
authority to induct medical, dental, and allied specialist personnel
(veterinarians, optometrists, and male nurses), who, as Special Regis-
trants, were registered and classified separately by local draft boards,
and were subject to specisl draft cells. The majority of individuals
in this category were subject to this doctor draft until age thirty-five,
as a result of recelving student deferments from the general draft
prior to age twenty=six. This general provision of the law regarding
11

deferments was applied, in practice, only to Special Reglstrants.

7or the twenty-two years of its existence, the doctor draft,

and drafite-related procurement programs, provided the overvhelning
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majority of physicizns for the military services. Since less than

one percent of these physicians remained on active duty veyond their
twoeyear statutory obligation,12 the mili.ary medical depariments had
a continuing need for a significant portion of each graduating class
of medical students. As a result of this continuing military require-
ment and their vulnerability to militsry induction wuntil age thirty-
six, greduating male medical stucdents generally knew that they would
be required to serve their military obligation. Thelr probability of
serving was markedly greater than for those subject to the general
draft. During the four years prior to the end of the draft, over sixty
percent of each medical school graduating class fulfilled their mili-
tary obligation, either through the draft or draft-related procurement
programs.13 In contrast to this trend, Fichard V., L. Cocper of the
Fand Corporation estimated that, if the draft had been continued, by
the mid-~1970's, only one out of every five young men subject to tne

general draft would have ever served in the military.lh

As a result

of their relative certainty of being drafted, many gradueting physicians
reiluctantly entered “voluntary" procurement programs, in order to ob-
tain their choice of service brench and the timing of their military
service. 'While technically not drafted, their services were obtained

as 3 result of the draft, and thelr lack ol career motivation as a

group was indistinguishable from thoge physicians who were actually
inducted.

The Berry Plan

An overwhelming majority of service requirements for physicians,
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and particularly, for physician specialists were filled through the
Armec Forces Physician's Appointment and Residency Consideration Pro-
gram, which was esteblished in 1954 by Dr. Frank Berry, Assistant
Secretary of Defense (Health and Medical), and soon thereafter, beceme
commonly knovn after its rounder.15 This progrem was advantageocus to
both the individual physician and the military services, tor it pro-
vided for a predictable and managed influx of specialists for the ser-
vices, while enabling graduating medical students to obtain deferment
of their active duty obligation until completion of specialty training. R
Each year, the military services would prciect their future require-

ments in all of the recognized medical specizlities which could be

filled by that year's graduating class, Since the number of years re-

quired for completion of residency training varied among specialities,

these requirements would be projected for the different "out-years"

whnen various specialty groups would become available., 3ased on these

projections, the services would offer deferment of active duty to en-

able pnysicians to complete their residency training.

Voluntary participation in the program was solicited from
each graduating class, during the spring of eech year. Applicants could
indicete their desire to enter active duty either imediately after
completion of their internship year; after 2 one-year posteinternship
delay for partial residency training; or after full cdeferment for their
desired specialty training. Applicants also ranked their preference
for branch of service, £Since, during most of the vears of its exise-

tence the Berry Plen was substantially oversubscribed,16 selection for
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full deferment and allocation to brench of service was accomplished

by meens of . random lot computer match. Those who metched for speci-
alty cdeferment were offered a Feserve Commission by the service to
which they had bcer allocz2ted, and upon rompletion of the commissicn-
ing process, were placed in & delayed Reserve status until completion
of their training. Vhile in this status, they received nc¢ ~ompensa-
tion from the militery, but were no longer subject to the draft, Reszi-
dency training was accomplished in the civilien sector, with no inter-
action on the part of the military.

Applicants who were not selected for full deferment could subse=~
guently apply for the other options of a one-yeer delay for partisal
training or immediate active duty after internship. The fsct that these
letter options were considered to be viable alternatives to withdrawal
from the program indicates how importent it was for physicians who de=
sired specialty training to remain on ecademic cycle. Most residencies
started in July, and many of the more prestigious programs would not
accept zpplicants who were subjiect to being drafted in mid-year. an
individual who did not partizipate in the 3erry Plan and was subject
to the ggs£2£>g£g£3 had an excellent chance of veing inducted, end, if
of facycle, of losing one or possibly two years in addition to his sective
service, belore {inally becoming a fully trained specialist.

Although a voluntary progrem, the Berry Plan was inexiricably
tied to the doctor draft. Although those perticipants who were in de-
layed ctatus were required to fulfill their military cblizstion and, 2¢

w11l be discussed in succeeding chapters, {ormed the bulk of physician

specialists durirng the 1970's, the program itsell was chased cut es of
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1 July 1973, concurrently with the end ol the draft.17

Petenticn =s a Continuing Problem

Heavy reliance on the doctor draft and draft-related programs
such as the Berry Plan for procurement of militery physicians resulted
in a2 significant degree of personnel management inefticiency within
the military medicel departments. This inefficiency was cheracterized
by constant personnel turbulence, an exherbitant annual personnel turn-
over and a resulting requirement to constantly reinvest resources in
the training of reolacements., This, in turn,reduced the effective utili-
zation of those physicians on active auty for the primery mission of
patient care. As of 31 December 197C, of 1L,499 medicsl officers on
ective duty in the military services, 10,549, or almost seventy-one per-
cent were non-career officers (defined as having less then four years
of active service).18 In 1972, over tvo=thirds of asctive cduty medical
officers were non-volunteers (tc include Berry Plan _.articipents), who
were serving their initial two-year active duty obligated tour.19 One-
sixth of the active duty physicians were individuals who had elected
to remain in military service to complete residency training in military

20

teaching hospitals, 0f this group, approximately twenty-five percent

could be expected to remain on active duty beyond the obligated service
they incurred as a result or their military residency training.21 Thus,
at the time tha% plans were being formulated to achieve en all-volunteer
medical corps, the only group which could truly be categorized as

"career” was the remaining one-sixth of the medical officers on active

duty. The preponderance of initial tour phyeiclans combined wizh thei:




almost non-existent retention rete produced en annual turnover of active
duty physicisns which exceeded one-third of total assigned strength.

The turmoil created by this extremely inefficient environment
was ccmpounded by the personnzl turbulence associated with the one-yecsr
combat tour requirements of Vietnem. These "conditions of employmentn
were obviously intolerable for many of those who were at least nominally
career oriented for, in the late 1960's and early 137C's, the armed
forces were losing career medical officers et an alarming rate. The
Department of Defense fisczl year end-strength in Regular medical offi-
cers fell from 4,5L6 in Fisczl Year 1967, to 4,067 by Fiscal Yeer 1971,
e decrease of 779, or over sixteen percent.22 During this period,
slightly less than seventy percent of these losses were the result of
resignations as opposed to retirements.

In the absence of alternatives which might reverse these trends,
the military medical services were being drawn intc 2 closed c¢ycle of
increased reliance on the doctor draft. The znnuel turnover being ex-
perienced among "two-yeer doctors" and the loss of career mediczl officers
created even greater reliance on the draft and draft-related prograns
Lo fill future requirements for medical officers. Since they were con-
suming over sixty percent of each graduating medical class, the military
services were perceived by many as operating with an unlimited ocank
account,23 and wasting the services of a national resource for which,

in the early 1970's, predictions of eritical naticnzl shortages were

. 2! .
commonly accepted.“" The existence of the éraft as z secure source wnhich

could "deliver" sufticlent physicians to £ill zny military shortages
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created at least the potential of disincenctives for increasing the
efficiency and effectiveness with which military physicians were being
managed and ucilized.zs Lieutenant General Richard B. Tayler, M.D.,
Army Surgeon General during the mid 1970's, stated that 'we had been
with the draft in one form or another since 1941, and, if we were short,
physicians were drafted to meet our needs."?® A General Accounting Of-
fice study released in 1971, gave further credence tc the conventional
wisdom that the military medical departments were inefficlent consumers
of medical talent. This report was particularly critical of assignment
policies which placed military physicians in administrative positions,
and termed this rather widespread practice a misuse of medical manpover.27
In addition tc these commonly accepted perceptions of military
inefficiency regarding management ¢f phyeicians, an increasing preoccu-
pation with health care in fmerican society (which was characterized by
growing acceptance of the notion of health care as a right rather than
a privilege, and increasing federal involvement in health care delivery
through Medicare), and the continuing pressure for some form of national
health insurance exerted further pressure on the military medical de-
partments. When FL 92-129 was enacted in 1971 to extend the draft for
its final two years, an amendment sponsored by Senator Fdward Kennedy
(D., Mass.) required the Department of Defense and the Department of
Health, Education and Welfare to jointly investigate the feasidbilicy
of tranaferring portions of the military medical workload to tha civi-

28
l1ian health care celivery system. The Department of Defense was sudb-

sequently able to convince the Congress that there was no feasible way
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of avoiding a sizezble militery medical force, because of cost and the 1
isolation of many military bases.’” Nevertheless, the fundamental ?
question regarding what form peacetime medical support of the armed
forces should .ake nas remained in the background throughout the period
this study examines.

An extensive analysis of military physician utilization and
management in the years preceeding the end of +the draft is beycnd the
scope and inconsistent with the limitations of this study. The purpose
of this brief discussion hes been to describe the climate in which plan-

ning for an all-volunteer physician force and early projections of pro- f{

gram performence evolved.

Plans for Procurement and Retention

in the All-Volunteer Force

Despite its unpopularity with the medical community and the tur-
bulence and management difficulties it caused for the military services,
the doctor dreft had accomplished its purpose of assuring & continuous
supply of physicians for the armed forces. Top management within the
military health care system was publicly optimistic and supportive of
the Presidential initiatives to achieve sn all-volunteer force. There
is evidence, however, that at least initially, several of these officials i;.
held serious reservations regarding their ability %o attract and retain
sufficient military physicians in an all-volunteer environment. Dr.
Louis Rousselot, issistant Secretary of Defense (Health and Tnvironment)

commented in 1971 that, without the dralt, ‘he military mecdical services

could not have survived, and predicted that, without similar provisions,
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they would not be eble to meet their future needs for physicians.3o ;
Dr. Richard &, Wilbur, who succeeded Dr. Rousselot as Assistant Secre-
tary of Lefense (H & E), recognized, in 1972 testimony before the Senate,
that the move to an all-volunteer force of health professionals would
not be easy. He further testified that if the military services were
to be all-volunteer by Fiscal Year 1974 (1 July 1%73), they would have
to convert many of their "two-year" physicians to a volunteer status,
by that time.31 In view of this group's retention history over the
previous twenty years, the probability of this occurring was obviocusly
unlikely.

In 1977, Vernon McKenzie, who was Deputy Assistant Secretary of
Defense for Health Affairs throughout the period studied, testified un-
der questioning by a subcommittee of the “ouse Armed Services Committee
that there was serious consideration, st least initially, of alternetives
to an all-volunteer military medical service. According to his testimeny,
the original decisicn to terminete the draft had included one exception
--physicisns. Approximately three months later, however, the decision
to exclude physicians from the all-volunieer force experiment was re=-
versed, and it was decided that the Department of Defense would trv to
procure ancd obtain an all-volunteer health force just as it would for :
the overall force.32 ¥cKenzie indicated that since the termination of :
the doctor draft, his office had considered "how strong a case” could

be developed in support of a draft for physiciens or certain other

health professionals cnly. Ze offered his ;ersonal oginion that a re-

turn to a selective draft of physicians was the answer to whet, by 1977,
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had become a critical shortage of military physictan|.33

In view of the Adminiscration's decision that there would be
no exceptions to its goal of an all-wolunteer force (and the political
and legal difficulties which would have undoubtedly resulited from any
attempt to continue the military draft for only one group within the
United States), it became readily apparent that dramatic changes would
have to oceur in physician procurement programs. The Department of Da-
fense estimated that, without revitalized programs to attract and retain
phyeicians in a zero-draft enviromment, active duty strength of military
physicians would drop from a beginning strength of 15,587 in Fiscal
Year 1971 to a beginning strength of 6,736 by Figcal Year 1980, a re-
duction of almost fifty-five percent in ten year-.sa The Congress
agreed, and a Report of the Senate Armed Services Committee in 1972 con-
cluded that the uniformed services were facing a long range problem in
attracting and retaining medical personnel that was approaching crisis
ptOportions.35 As the termination of the draft approached, there was
apparent consensus in the federal govermment that unlegs sufficient in-
centive. were developed to attract physicians to military service, the %-
armed forces would be unable to recruit and retain sufficient medical
officers to support the military mission or provide future leadership
for the milicary medical departmenta.36

Plans to avert this projected crisis concentrated on the deve-
lopment of tweo broad categories of incentives: subsidization of medical

education in return for obligated military service; and crearion of sig-

nificantly increased financial incentives to induce medical officers to
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remain on active duty beyond their initial obligation. The latter

was also designed to attract voluntears from the civilian physician
force. Plans also included increasing the sfficiency of “he mili-

tary utilizacion of physicians and theredy improving their career pat-
terns by streamlining personnel management practices, enhancing assign-
ment stability and incressing the use of ancillary personnel. The
overall efficiency of military medicine would be further enhauced by
redoubling efforts to regionalize military health care on a tri-service
banil.37 To £1ill short range requirements until these programs took
effect, those who had entered the Berry Plan and wera still in specialty
training would be called to active duty as stipulated at the time of
their commissioning, and would form a finzl essential pool of drafc
motivated military physicians. Army assets in this category numbered

38
approximately 2,900,

Health Profepsions
Scholarship Progrem (HPSP)

On 21 September 197Z, Congress enacted PL 92-426, The Armed
Forces Health Profesgions Revicalization Acg of 1972, which included
as ons of its two mslor provisions, the astablishment of an Armed Forces
Haalth Professions Scholarship Program (HPSP), 'for the purpose of ob-
taining adequate numbers of commissioned nfficers on active duty who
are quslified in the various health profnqnionn.'P9 This lesgislation
also provided for the establishment of a Uniformed Services University
of the Health Sciencss (in effect, a military medical school) which is

discussed in subsequent sections of this study,
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The concept of a scholarship program to provide an alternative
to the doctor draft was quite popular, and had been proposed for se-

veral years prior to the end of the draft. Moreover, the gquid pro que

nature of this concept was consistent with the general approach of the

Nixon Administration to achieving an all-volunteer force. 1In testimony

before the Senate in Support of the HPSP in 1972, Dr. Richard &, 'ilbur
noted that one of the greatest difficulties enticipated in procuring
heslth profeasionals was in persuading members of the health profes-

sions to even consider a career in the armed forces. Ye further com=

mented that the HPSP wes designed to do precisely this, and to dbe the
major device which, in the short range, would {ill the procurement gap

created by termination of the doctor draft.ho

PL 92-426 provided tor the establishment of not more than

5,000 scholarships et any one time, to be allocated among the military

services, which could be offered to eligible U.S. citizens who were

eccepted or enrolled in accredited schools of medicine, oszeopathy,
dentistry, veterinary medicine, optometry, and other allied health
disciplines. The program is still in effect, and participants ere

comnissioned in the inactive Feserve of their sponsoring service and

receive payment of tuition, books, certain academic fees, and a monthly

stipend of 3LOC,.00, for ten and one-half months per yaear., For the re-

maining forty-five days ecch year, students enter active duty for train-
ing status in the pay grade of O-1 (2d Lieutenant or gnsign), and re-

ceive the full pay and allowances of that grade. This unnual active

duty msy be served in a clinical or other training experience at a
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military facility, or at the student's school, if his acaedemic pro-
gram will not permit absence, Participants incur an active duty obli-
gation of cne year for each year of participation or fraction thereof,
with a miniunum obligation of two years., Participants are further ob-
liged to apply for internship training with their sponsoring service,
it eppropriate (as in the profession of medicine). Time spert in mili.
tary internship or residency training does not fulfill the ¥PSP-{ncurred
active duty obligation., 1In its original form, HPSP participants would
incur no additional active duty obligation for accepting military re-
asidency training. Effective 1 October 1977, however, this policy was
changed through the promulgatiorr of DoD Directive 6000.2 (Active Duty
Obligations) which provided for an additional active duty obligation of
ons-half year for esch year of training in a military facility.hl

The Health Professions Scholership Program was offered to stue
dents during the winter of 1973, to include those seniors who were al-
ready identified with the military and who might wish to avail theme
salvas of one-half year of scholarship btensfits, without added obligztion,
The program wes well-received and, from January to June 1973, a2 total
of 3,356 applications were processed by the Army, egainst its alloca-
tion of 1,850 scholarship spncu.bz 0f those selacted, a total of
838 accepted scholarahips during this period, of which 254 were in
medicine, 3L in dentistiry, and the remainder in other eligzible disci-
plines.t?
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Uniformed Services University

of the Health fciences

The Health Professions Scholarship Program was designed to be
a short range solution to the problems of physician procurement. As
such, it enjoyed considerable popularity within the Congress and the {
academic community 2s a reasonable and effective mechanism for obtaine
ing medical volunteers., The Uniformed Services University of the Hezlth
Sfciences (USUHZ), elso authorized by PL 92-L26, was supported by the
Department of Defense, "as a long range device for retaining the mem-
bers of the health professions who are procured,” but was a far more
controversial component of this legislétion.hh

In 1% final form, PL 92-L26 provided for the establishment,
within twentye<five miles of the District of Columbia, e Uniformed
Services University of the Fealih Sciences, to be organized to graduate
not less than 1C0 medical students ennually, with the first cless gra-
duating not less than ten years after the date of the snactment of the
law. Students would be commissioned in pzy grade O-1, and serve on
active duty with the full pay and allowances of that grade for their
entire period of medical school. An active duty obligation of seven
years would be incurred as a result of participetion, and this oblizs-
tion could not be tulfilled during residency training in 2 military
facility.hs

. Enactnent of this legislaticn fulfilled a tweniy-{ive year

effort of Representetive F. Zdward Febert (D., LA) who had succeeded

H, Mendel Rivers (L., S,C,) as Chairman of the House Armed Ceryices ’
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Comnittee, to bring a "’‘est Point of Medicine~ into being.h It also
represented 2 significant legislative compromise between the House and
the Senate. DJuring Senate hearings on H,R. 2 (the House Bill under
which these proposals were considered), almost unanimous opposition to
the USUHS was expressed by organized medicine, medical education, physi-
cian veterans groups, and other interested organizations within the
health care industry.h7 Opposition centered on the fundamental guestion
of the eppropriasteness of a federal university, and considersble con-
cern over the precedent of federally established medical schools.ha
Expressing concern that establishment of the USUHS would isoclate its
graduates and faculty from the mainstream of American medicire, HE-
Secretary Elliot L. Richardson strongly opposed enagtiment of this pro-
posal, but supported enactment of the scholarship portion of this le-
gislation.h9 CSecrciary of Defense Melvin Laird, who as a lember of
Congress nad supported the USUHS, strongly urged enactment of this
proposal, as 2 means of attracting a significant number of physicians
into the military departments and, more importantly, as a means of re-
taining senior military physicians by providing an opportunity to
participate in an "academic environment of the highest professicnal

50

caliber,n This latter point appears to have been one of the major
reasons for support of th; USUHS by the military services, for, there
728 serious distress at the continued loss of senior military physi-
cians. Many of these physiclians were moving to civilian universities

with the rank of full professor, not necessarily beceuse they were un-

heppy +ith the military, tut because they could not find the ultimate
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professional fulfillment and prestige offered by acedemic medicine
within the militeary establishment.sl

As e resuit of the strong oppssition to the USUHS from the
private sector, and beceuse of concern over what 1t considered to be
a lack of any clear consensus within the government a2s to the need or
the desirability of a federz2l medical school, as well es apprehension
over the cost eifectiveness of the USUES,SZ the Senzte passed a sube
stitute version of the House Bill which recuired 2 feasibility stucdy
of the USUHE, and postponed further consideration of the proposal un-
til completion of this study by the Secretary of Defense.'c‘3 The Senate
version of the scholership portion of this legislative propossl was
considerably less costly then that contained in H,X. 2, cince the latter
provided f{or active duty in grade 0-1, throughout the program. 1In 2

classic exampls of Congressional gquid oro guo, the Conference Zeport

of the committee of conference on the disagreeing votes of the two Houses

. .

agreed that the Senste version of the scholarship program would prevail,

and that Congressman Hebert would get his military mediczl Schcol.bu

A aslemad

Controversy over the cost effectiveness of this institution reappeared

k.

in 1977, and is discussed in a succeeding chapter of this study.

Variable Incentive Payv

) oAbkt bt a i

The military recognized frem the outset that the benefits ot
the scholarship program end the university would not be full;y rezlized +
for eight to ten yesrs, because of the length of training required to %
become 2 phycsician specieslist. Although the drzft had enced on 1 July

1973, the bulk of the 2ctive medical rorce was still a product oi the
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draft, and would not be leaving the military until the summers of 197&
d 1975. In lzte 1973 =nd early 1974, recognizing that the physicians
on active cuty representecd the best procurement source available, the
Department of Defense urgently sought 2 program of additional financial
incentives for nmedical officers. It wes hoped that these incentives
would assist in retaining a large portion of those who were about to
complete their initial obligation, recruit some prectiitioners frcm the
civilian sector, and retain experienced health drofessionals for a full
military cereer.SS
On 2 number of occasions since “orld 'ar II, Congress had en-
acted legislation which provided special financial incentives to en-
courage retention of military physicians, The most notsable of these
was the Ccntinuation Pay prograﬁ, estzblished in 1967, under which
career officers who committed themselves in writing to serve for one
or wore additional years would receive four months base pay for esch
year they agreed to extend.56 Most of these incentives were directed
at retention of the relatively small group of career officers, under
the general assumption that, even with financial incentives, the bulk
of military physicians would be supplied through involuntary procure-
ment programs.57
A continuing disparity ln income between the nilitary physieian
and his civilian counterpart had been generally accepted 2s being the

mejor source of difficulty in recruiting and retaining medical officers

beyond *their initizl obligation. Conceeding, in late 1973, that physi-

cians were the only group in which income disparity between the military
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and civilian sectors remained, the Department of Defense requested
priority Congressional action to correct this barrier to achieving

an all-volunteer force.58 In testimony before the Housze Armed Ser-
vices Committee in February‘197h, Dr. James Cowan, who had succeeded
Dr. Wilbur as Assistant Secretary of Defense (H & E) estimated that

the median income of physicians in private practice for five years

was approximately $43,000 per year, and predicted that, without le-
gislative action to reduce the "magnetic effect” of their potentially
high earnings from civilian practice, there would socon be insufficient
medical officers on active duty to suppert depleyed field units and
simultaneously provide health care in military hospitals.59 DoD pro-
Jections were that, unless Congress tock action, the armed forces weuld
experience a net loss ef 5,067 medical officers during the five year
period from Piscal Years 1974 to 1978, and that, by Fiscal Year 1978,

a shortage of 3,476 military physicians would exist.b0 The urgency of
this requested action arose from the fact that 7,2L9 physicians were
expected to leave active duty during 197. and 1975. The Department of
Defense projected that if Congress enacted the proposed program of in-
centive pay, it might be able to retain as many as one-third of these
physicians, and by 3o doing, solve its physician staffing problems until
the 1980's (when the student programs would begin teo realize their full
potential).61 Enactment of this proposal was alsc expected to reverse

what was considered an unacceptable loss of senior medical officers who

were required for the continued viability of the military residency pree

grams which over the previocus twenty-five years, had been almost the only
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source of career military medical officera.62

Again, Congress agreed with the Department of Defense, and on
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6 May 1974 enacted PL 93-27L as emergency legislation, This law estab-
lished the Variable Incentive Pay program (VIP), on an eighteen-month
experimental basis. Wiile not designed to provide complete parity with
the civilian svetor, this program was expected to significantly reduce
the income disparity betweer military and civilian physicians. This le-
gislation authorized a monthly professional pay allowance of $350 per
month, for medical officers with over two years active service, and pro-
vided a Variable Incentive Pay bonus of up to 313,500 per year for non-
obligated physicians who agreed in writing to remain on active duty for
a peripd of four addi{tional years., Contractual commitments of three,
two, or one additional years were also authorized at slightly reduced
bonuaes.63

For some reason, after repeatedly testifying to the criticality
of this legislation and urging swift Congressional action to provide a
retention instrument aimed at those physicians who were leaving in the
sumuer of 1974, the Department of Defenss did not impliment the program
until 12 September 197k, long after the annual summer exodus of military
pbysicians had occurred. In response to a subzequent Congressional ine-
vestigation, the reason given for this delay was that the Department of
Defense vas studying the implimentation procedures, and studying the
utilization of doctors in the govornn-nt.éh

Despite this delay in implimentation, enactment of the Variable

Incentive Pay program was hailed as the capstcne of military initiatives
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to schieve an all-volunteer medical force, and was fairly well received
by those eligible to participate. DoD-wide retention of Berry Plan par=
ticipants rose from 6.2 percent in Fiscel Year 1$7L, to 1L.9 percent in
the first full year of the prograsm's existence. The number of volunteers
rose from 132 in Fiscal Year 197L, to LSL in Fiscal Year 1975%5 Although
fer below the thirty-three percent retention hoped for by the Tepartment
of Defense, these early experiences were significant and led to optimism
that the srmed forces would be able to achieve the all-volunteer goal.

The costs sssociated with these procurement and retention pro-
grams were enormous. The Health Professions Scholarship Program was esti-
mated to cost 3LO million in Fiscal Year 1973, and over 350 millien in
each succeeding year, It wes expected that the Uniformed Services Univer-
sity of the Heelth Sciences would cost 3102 million, during the first
ten years of its existence. Cost estimates for the Varizble Incentive
Pzy program were $37.2 million during the first year, ond over 35C mil-
lion for each succeeding year.66 Congress was obviously willing to sup-
port the militery services in their efforts to achieve all-volunteer
status. The ™market wage" spproach to attainment of en all-volunteer
militery force appeared to have overcome its final obstacle.

Recruitment of volunteers from private przetice spparently did
not nave nigh priority during the firs% years of the zero-draft environ-
ment. Attitudes and perspectives developed over thirty years obviously

took time to change. During the period between 19LC znd 1§73, little

effort had been made to attract non-obligsted volunteers %o the military
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medical departments, since as W. Vence noted, under the doctor dralt

sny shortage in active duty requirements could be readily fillec by in-
creasing the next drazft call for physicians.67 During these years,

~hen a Specizl Cell was in effect, the only wey that draft eligible
shysicians could volunteer was by requesting induction through their

locel draft beards. According to Vance, 2an average of forty«five to

fifty physicians volunteered esnnuelly for sctive duty in the Army Medi-

cal Tepartment during the sixeyear period from Fiscel Years 1945 to 19'.’.'.;.66
A meior conclusion of Vance's thesis was that in 1974 and 1573, there
was a serious lack of concentrzted effort by the Army to attrect the vo-

69

lunteer physician, The author hes uncovered no evidence vhich would

dispute this previous research.

Projections of Program Ferformence

Congressional encctment of the Health Professions Scholarship
Program end Vearisble Incentive Pay geve rise to considerable confidence
on the pert of top militery hesalth care management that an all-volunteer
physician force would be attained. CLespite their lack of experience or
effort on behalf of non-obligated volunteers, the military services vere
optiidstic that sufficient volunteers would be 2vallable to fill any
shortages which occurred in future years. In en interesting deperture
from his Congressional testimony, Cr. Wilbur, in e 1973 speech to the
Americen Society of MMilitary Surgeons, declared that the -rillingness of
2z substential number of heelth professionsls to Jjoin (the military) vo-

luntarily, 2t leest for o few yeers service seemed, bty taen, to be well

established.7o In zddition, the pool of Berry Plzn participants ~ho had




yet to enter gctive duty provided a3 respite for planners 2% z1l levels.
The reel shortages would not tegin to cceur until this group heg:a
leaving active duty in the summers of 137¢ and 1977. Initizl experiences
with the HPSP ond the VIP had beer encourzging; there wes time to impli.

ment the other initistives aimed at improving the morele of medicz2l offi-

cers.

The logic of this optimism was based on the expectation that,
with 2n zll-volunteer medical force, less turbulence weculd occur, in-
creaced efficiency of physician utilization would be possible, and the
cycle of management inefficiency characteristic of the draft years would

be reversed., It ves projected that, as a2 result of this increesed ef?

clency, the same level of cere could be delivered by significantly >

duced numbers of militery physicians.71 The projected stability of the

future Army Mediczl Corps was bascd on the signirficant obligzticns associ-
zted with the HPSP end USUHS, 25 well es the assumption that the mejority

of participants in these progrems would receive their zraduste mecdical

education in the Army. As noted previously, the retentien rate of medi-

cal officers who received their specialty training in the Army had hise-

torically been aporoximetely twenty-five percent. Since response to the

HPSP seemed good, and the participent who performed his residency trein-

ing on active duty could be expected %o have served eprroximziely 2ignt

sears of active service, creditable toward twenty-yesr reitirement eligie-

bility, before fulfilling his active duty cbligation, there was little
reason to expect thet retentien of ZFSP pariicipsnts would bte worse then

thet of Army resicdents in the pzst
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Preliminery studies lent credence to the optimism which pre-
vailed, A 1973 study conducted by the Center for Navel Analyses analyzed
the lifetime earnings of medical. officers under the military system which
included the HPSP end assumed passage of the VIP, and compared them with
those of civilian physicians. The study concluded that the combination
of scholarship program and incentive pezy would provide sufficient econo-
mic incentives to enable the Navy to retain enough mediczl ofiicers to
successfully meke the transition from conscription to an szll-volunteer
medicel corps.72 Clzude Braunstein, in a 197L report prepared st the
Nevy Personnel Research and Development Center, found as a result of a
100 percent survey of Naval medical ofticers that seventeen percent were
planning a career in the Navy, and thirty-six percent were totally zm-
bivalent. Based on this, he concluded that, with approprizte action
(the VIP), it would be possible to retzin over fifty percent of the ac-
tive duty physiciens in the Nevy.73 Both of these studies had their
caveats, in terms of limitations ond methodologies, but apparently were
received with the spirit of optimism which they supported,

-~ The plan seemed reasonable enough: employ the Vsrizble Incentive
Pzy program to retzin the senior medical officers to be teaching chiefs
in the residency programs, and sufficient Berry Plen physicians to staff
the medical depertments until the 19€0's. 3By then, the HPSP would be pro-
Cucing 2n sbundance of new physicians, with long enough obligations to
meke them accumulate, znd the USUHS would be producing & new breed of
career physicians. Any shortesges before these programs reached fruition

would e {illed by volunteers from private practice, whom Variable Incentive




Pay would Aattraect away from the inerezsing morass of malprectice problems
end buresucratic regulations which heve continued to plague the private
health care sector. The long range plan mey still prove vslid, In the
short term of the 1970's, however, ocutcomes proved considersbly less suc-
cessful then had been projected, and led to a military health care deli-
very system which in late 197€, wes characterized by one reporter as "g

system critically shert of doctors and un=zble to keep most of those it
74

has."
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CHAPTER III

ANALYSIS OF PROGRAM PERFORMANCE

Physician Procurement snd Retention,

1973 - 1978

For most of the period covered by this study, the Departaent of
Defenee remained optimistic in its testimony before Congress that its
procurement and retention progrums would achieve and sustain an adequate

all -volunteer physician force. A General Accounting Office Report of

30 August 1976 concluded that it did not "appear that DoD i{s experien-=

cing significant short-term problems in recruiting physicians and den-

-~ orryTEy

tists. Authorized manpower levels are generally met and frequently ex-

ceeded.”l Although this study cautioned that the time lag before the

Health Professiona Scholarship Program reached fruition might cause some

chortageo.z the Department of Defense considered itself in sarly 1977,

to be the fortunate recipient of some "'mational resource effects' with

respect to physicians and dentists.? An increase in the nunber of physi- f
cians entering the naticnal resource pool, combined with the stace of i
the economy and the issue of medical malpractice, had resulted in a rise :
in medical volunteers during 1975 and 1976. This i{ncrease {n volunteers,
combined with the continued accession of obligated Berry Plan partici-
pants, had offset what had originally been a pessimiatic outlook for ]
physician staffing in the late 1970's. As Vice Admiral John G. Finnerin, %
the Deputy Agsisraint Secretary of Defense for Military Personnel Policy,

looked to the future in February 1977, he did not see any immediately F
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severe problems in the armed forces' ability to maintain the medical
and dental force, provided that these characteristics did not chnnge.“

On 21 March 1977, Dr. Robert N. Smith, MD, Assistant Secretary
of Defense (Health and Enviromment) testified before the House Appropri-
ations Committee that the difficulties originally anticipated in procur-
ing an all-volunteer medical force had been largely offset by the Variable
Incentive Pay (VIP) program, and that the armed forces had already ex-
perienced their mcst severe physician lhor:age.s The Department of De-
fense projected that the military services would experience an FY77
physician end-strength shortage of 746 or 6.4 percent of the combined
military authﬁrized strength of 11,703; but this was expected to be the
worst year.6 From the Defense perspective, anticipated gains from the
Health Professiona Scholarship Program made it reasonable to project con-
sistent annual improvement in military physician strength into the 1980's.7
Table 1 provides the Department of Defense projections for military physi-
¢ian strength from fiscal years 1977 to 1982, which were submitted to
Congress on 21 March 1977. These projecticns formed the basis for a de-
cision by the Secretary of Defente in February 1977 that the Uniformed
Services University of the Health Sciences was no longer a necessary
physician procurement mechanism. The controversy which surrounded this
decision 1is discussed in a2 subsequent section of this study. These DoD
projections were considered to be still valid as late as 21 June 1977.8
On 21 Pebruary 1978, eight montha later, Dr. John P. White, Assistant

Secretary of Defense (Manpower, Reserve Affairs, and Logistics) testified

before the House Committee on Appropriations that the Department of De-

fense had a serious shortage of active duty and reserve physiciane which
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TABLE 1
DOD PROJECTIONS OF MEDICAL OFFICER

STRENGTH, FISCAL YRARS 1977-1982

Fiscal Year Mumber Authorized Number Assigned Shortage

1977 11,703 10,957 746
1978 11,687 11,028 659
1979 11,726 11,253 473
1980 11,726 11,382 44
1981 11,726 11,497 229
1982 11,726 11,726 0

Source: House Appropriations Committee Hearings on the Military
Construction Appropriatiom for 1978, p. 362,

was impairing the ability of che military medical departments to provide
quality health care.? The respite from the full impact of the termina-
tion of the doctor draft bad ended.
Berry Flan Participants

The radical change which occurred in military physician staffing
during the last half of 1977 was largely the result of a dramatic reduc-
tion in the ratio of Berry Plan participant gains to losses. Members
of the class of 1972 (the last group of physicians who participated in
the Berry Plan) entered active duty in large numbers during the summer
of 1975 and 1976. When these individuals left active duty after complat-
ing their two-year obligation, they were not replaced; and armed forces
reliance on the doctor draft was effectively ended.

The degree to which the Army Medical Department continued to de-

pend on deferred Berry Plan participaits during the mid-1970's may be
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derived from a comparison of Berry Plan accessions and total Medicsal
Corps accessions during this period. Table 2 provides data on which to
base this comparison. Until the summer of 1976, over gixty-two percent
of physician accessions into the "all-volunteer' Army Medical Corps each
year vers draft deferred Berry Plan participants. This accession cate-

gory accounted for more than fifty percsat of Medical Corpe gains during

TABLE 2

BERRY PLAN ACCESSIONS COMPARED TO

TOTAL ARMY MEDICAL CORPS ACCESSIONS, FY1973-1978 . A
, Fiscal Yesr Berry Plan Total MC Percent reprasented
Accessions Accesslons by Berry Plan
1973 871 1,384 62.9
1974 764 1,227 62.3
1975 658 1,023 64.2
1976 384 937 62.3
197T 37 741 50.1
1977 141 669 a1
1978 45 880 5.1

Source: U.S. Depurtment of the Army. Working Papers (DASG-PIB),
n.d., n.p.

Note. Until Fiscal Year (FY) 1977, the federsl fiscal year began on
1 July of the preceeding calendar yesar. Thus, FY1976 extended s
from 1 July 1975 through 30 June 1976. FY/T was a three-month 1
period from 1 July through 30 September 1576. FY1977 commenced
the present faderal fiscal cycle and extended from 1 October
1976 through 30 Septamber 1977.

the sumer of 1976. Over four times as many Berry Plan participants en-

tered active duty in the summer of 1975 as did in 1977 (584 4 141). A

[P

similar comparison of 1976 to 1978 yields a ratio graater than eight to
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one (371 ¥ 45). Navy and Air Force experiences during the same period
closely paralleled those of the Army. During the period from 1 July
1973 to 30 September 1976, the Berry Plan accounted for 6,058 or 57.7
percent of the 10,501 physicians who entered the armed forces.l? The
loss of large mumbers of these during 1977 and 1978 was compounded by
the fact that those Berry Plan participants who entered active duty dur-
ing 1977 and 1978 were generally not representative of the specialists
they replaced. The majority of later arrivals had received longer de-
ferrments to complete sub-specialty training for which recognized mil{-
tary requirements existed. Difficulties associated with the maldiscri-
bution of specialists which also occurred during 1977 and 1978 are dis-
cussed 1in subsequent sections of this scudy.

Almost all of the Berry Flan participants who entered active duty
during the mid-1970's were fully trained specialists. Thay represented
8 cross-section of American medical education, and constituted an essen-
tisl componant of the military medical cars delivery system. According
to Vice Admiral D.L. Custis, Navy Surgeon General, the Berry Planner re-
presented some of the milicary services' most talented medical officers.ll
From the beginning, plans had called for replacing these highly trained
physicians with Haalth Professions Scholarehip Program participauts (who
would require betwaen three and five years of graduate medfcal education
before reaching equivalent status), and with volunteers to fill whatever
shortages occurred. During the summer of 1976, the military services

became aware that the numbers of volunteers originally projectaed were

not materializing. It was also apparent that the lack of sufficient
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volunteers to provide coverage until those HPSP participants who were

beginning to enter active duty became fully trained would seriously de- f

grade military medical care capabilitiea. As a result, the Surgeons

General made a concerted effort to retain a significant portion of the

remaining Berry Plan participants by seeking Congressional action to re-

move what had become a major irritant to this group of medical officers. 1:
Berry Plan participants were not eligible to participate in the

Variable Incantive Pay program during the initial two-year active duty

obligation which they had incurred at the time they were commiasioned.lz

Although they had accepted this committment in order to obtain security

from the draft, many Berry Plan participants felt discriminated against

when they finally entered active duty in a zerc-draft eaviromment to find

that, although they had technically volunteared and had received no fi-

nancial assistance from the armed forces, thoy were ineligible for the VIP.

Because of their graduate training, Berry Plan participants were frequently

service or department chiefs in military hoapitals. In scme cases they

were even attending staff physicians at military teaching hoaspitals, and

as such found themselves training military interns, residents and fellows

vho were receiving at least a partial VIP boous.l3 Under the provisions

of the VIP, it was entirely possible (and apparently not uncommon) for a

Berry Planner who was a board eligible or certified graduate of a presti-

geous residency program to be assigned as the supervisor of a non special-

1zed or partially trained foreign medical graduate who had been 'recruited

off the street," and was therefore eligible for the VIP bonus. This para-

dox was perceived by many as unjust, and acted as a major job dissatiafier
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which made attempts at retention generally futile.l4 4s a result, accor-
ding to General Taylor, this vital group of specialists was not extending
in anywhere near the great numbers which had been originally anticipated.ls

In an effort to redress what had become a serious morale problem
within the medical force, and to provide additional retention incentives
for approximately 3,400 Berry Plan participants who were either on active
duty or still in delayed status, New York Representative Samuel Stratton
(D., N.Y.) introduced H.R. 14772 in July of 1976.16 This proposed amend-
ment to the original VIP legislation would have provided a bonus of up to
$9,000 per year for those Berry Plan participants serving their initial
active duty obligation who agreed in writing to remain on active duty for
one or more years beyond their obligated service.17 The precedent for
this type of reduced bonus was drawn from the fact that certain military
residents were already eligible for a like amount.

During House Armed Services Committee Hearings on this proposed
amendment, the military Surgeons General were unanimous in their strong
support, for reasons discussed above. A review of the transcript of these
hearinés 1ndicacaa thac some members of the committee,‘;;;gr;otably Repre-
sentative Bill Nichols (D., ALA.), were equally supportive. The Depart -
ment of Defense, however, was opposed to enactment. The reasons offered
for this opposition were the fact that the Office of Management and Budget
and the Comptroller General of the United States were conducting studies
on military compensation which were scheduled for completion and presenta=-
tion to the Congress later that summer. In addition, the Department of
Defense objected to any further "piecemeal approaches” to military compen-

sation.l8 It was not a question of cost; “he estimated costs of enactment
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of this proposal were $3.3 million for FY 77 and $2.6 million for FY 78,
sums which could have been readily absorbed within the Defense Budgec.19
(Obviously, the only costs incurred would have been caused by the reten-
tion of fully trained specialista). The Department of Defense agreed
that the situation with regard to Berry Plan participants constituted

a legitimate morale problem.zo Vernon McKenzie categorized the Berry
Plan ag the best investment the military service had ever made. Under
this program, it cost approximately $00 to acquire the services of a
fully trained specifalist, compared to 564,740 for the HPSP, $5,600 for

2 trained volunteer, and $33,076 for a volunteer who subsequently re-
celved training in the military.21 Nevertheless, the Department of De~-
fense remained cpposed to even a compro-isde position; as a result of this
opposition, HR 14772 was adversely reported on by the House Committee on
Appropriations.zz In the words of Vice Admiral William P. Arentzen who
succeeded Adm. Custis as Navy Surgeon General, 'We lost a golden Oppcrtunity."23
Volunteers

Planners for an all-volunteer medical force had counted on the

ability of the armed forces to attract sufficient physician volunteers

to f£111 any shortages which might occur during the latter part of the
1970's, when student subsidy programs would not be at full productivity.
As it became apparent that retention incentives such as the VIP program
were not achieving the results which had been originally anticipated, tie
focus of optimistic DoD projections rezarding medical officers shifted to
the recruitaent of volunteers in unprecedented numbers. The data provided
in Table 3 regarding projected military requirementa and the actual num-

ber of volunteer physiciaus obtained was submitted by the Department of

.
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Defanse to Congress on 21 February 1977. Despite the obvious fact that
the military services were not at:iracting even cne-half of their annual
requirement.s for volunteers, Defense representativesz optimistically in-

terpreted recent experiences, for they constituted significant increases

TABLE 3
DOD PROJECTIONS OF VOLUNTEER PHYSTCIAN

REQUIREMENTS, FY 1975 - 1983

Fiscal Year Number of Volunteer Mumber of Voluntee:
“hysicians Required Physicians Obtained
1378 ) 988 454
1976 1,349 ) 658
197T 1,098 a5t
1977 1,756 188+
1978 1,715 vew
1979 1,348 e
1980 1,219 ow
1981 1,018 .ee
1982 643 -re
1983 653 -ne

*Ag of mid-February 1977

Source: Senate Appropriations Committee Hearings on the Uniformed
Services University of the Health Sciences, 1977, p. 59.

over previous yeara. Although the firat five months of FY 1977 had ylelded
only 188 volunteers, the Pepartment of Defense projected a total of 1,010
24

volunteer physicians for FY 1977, at the time this data was presented.

By June 1977, these expectations had been reduced to 850 for the fiscal
25

year.
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At approximately the same time that Department of Defense offi-
clals were using the data displayed in Table 3 to support their projec-
tions of sunual improvements in future medical officer strengths, the
Army Medical Departmecit, represented by General Taylor, was presenting
a somewhat less optimistic outlook to the House Armed Services Committee.
Army estimates which were submitted to Congress by Ceneral Taylor inm
March 1977 projected that the Army Medical Department would redquire over
800 volunteers during FY 1977 alone, to enable it to cope with the physi-
cian shortages ancicipated.26 Army estimates of the number of medical
corps volunteers required, as vell as those anticipated from fiscal years

1976 to 1983 are provided in Table 4,

TABLE 4
AMEDD ESTIMATES OF PHYSICIAN VOLUNTEERS
REQUIRED, AND ACCESSIONS ANTICIPATED,

FY 1976 - 1982

Fiscal Year Authorized Volunteers Volunteers Short fall
End-Strength Required Anticipated
1976 4,473 179 104 75
1977 4,738 857 200 657
1978 4,539 780 250 530
1979 4,539 641 275 366
1980 4,539 511 300 211
1981 4,539 283 283 cew
1982 4,539 160 160 cnm
1983 4,539 210 210 o=

Source: Hearings Lefore the Investigations Subcommittee of the House
Committee on Armed Services, on the Need for Continuation of
the Uniformed Services University of the Health Sciences, 1977,
p. 129,
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Although not reflected by the data display, Genersl Taylor
emphasized that these anticipated annual physician procurement shortages
vould be cuuulltive.27 Thus, any shortages in volunteers experienced
during FY 1977 would raise the procurement requirements for the following
year. Unti)l satisfied, these shortages would be passed c¢o to each succeed-
{ng year.

Table 5 reflects the number of Medical Corps volunteers which
vere recruited annually by the Army Medical Department during fiscal years
1973 through 1978. This table also offers a comparison of AMEDD fiscal
year end-strength authorizations for medical officers amd actual end-

strengths during the same period.

TABLE 5
ARMY MEDICAL CORPS AUTHORIZED AND
ASSIGNED PHYSICIAN END-STRENGTHS AND

VOLUNTEER ACCESSIONS, FY 1973 - 1978

Fiscal Year MC Authorized Volunteer MC Assigned
End-Strengths Accessions End-Strengths
1973 5,153 129 5,505
1974 4,302 72 4,403
1975 4,512 75 4,496
1976 4,473 104 4,398
1971 4,738 67 4,368
1977 4,738 147 4,056
1978 4,009 322 4,063

Source: U.S. Department of the Army. Working Papers, DASG-PTB,
n.do. I'A.P.
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Ia ovder to counduct an analysis of the data contained in Tables
4 and 5, the differences in projections and experiences regarding the
FY 1978 paysician end-strength authorizations and volunteers procured
during FY 1978 require explanation. During FY 1978, the AMEDD reduced
its authorized end-strength for physicians from 4,539 to 4,009, in re-
cognition of the fact that the previously authorized strength could not
be attained by the end of the fiscal ycat.zs The spaces released by this
action were reallocated to other AMEDD corps which had direct patient
care respongibilities, in an effort to redistribute available funds and
partially offset the effects of the physician shortage. Of the 322 wlun-
teers procured by the AMEDD during FY 1978, 72 were recruited for direct
entry into the Army Graduate Medical Education Program, which was signi-
ficantly expanded during that fiscal year.29

The total AMEDD requirement for volunteers had been estimated at
1,816, for the period from 1 July 1975 through J0 September 1978. During
this period, a total of 642 volunteers were recruited. The obvious inability
to attract volunteer physicians i{in the numbers required to £fill the gap
created by the departure of draft-motivated physicians prior to the arri-
val of substdized medical officers is one of the fundamental causes of
the crisio which faced the Army Medical Depsrtment in 1978.

In addition to the lack of adequate oumbers of voluoteers, the
level and quality of training possessed by some of these physici{ans who
were willing to volunteer caused considerable concern within the military

medical departments. During the yeurs of the doctor draft, the armed forces

had relied on a cross-section of American medical educaticen. In the mid-
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1970'e, they were being forced to turn to foreign medical graduates in
increasing numbers to £i11 the seriocusly depleted ranks of their re-
spective medical corps. The category of "foreign medical graduates'
consists of U.S. citizens who have studied abroad and non-citizen physi-
cians who have emigrated from their native lands. Universal categoriza-
tion of foreign medical education as inferior to that provided by the
Mmerican system 18 unfair. Neverthelese, evidence does seem to support
the validity of this thesis in many cases. In October 1977 the New York
Times reported the release of a study accomplished by the American Board
of Internal Medicine which compared the certification success of graduates
of American and foreign medical schools who had completed residency train-
ing in hospitals within the United States. The study reported that foreign
medical graduates scored far worse on certification examinations than did
graduates of American medical achools. Of 1,202 U.S. and alien gradustes
of foreign medical schools who scught board certificacion, thirty percent
passed the examination, while eighty-one percent of 3,528 graduates of
the American system paoled.3°

The military services observed difficulties not only with the
level of training possessed by some foreign medical graduates, but also
with their ability to communicate with patients. Major Geperal Garth B.
Dettinger, Deputy Surgeon General of the Air Force stated that ninety
percent of medicine was communications; and, as well intentioned as foreign
medical graduates were, they came from a different language and social
climate which made it very difficult for them to practice medicine in the

Alr Porco.31
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Foreign medical graduates ?ccounted for 237 (thirty-six percent)
of the 658 physicians who volunteered for active duty in the armed forces
during FY 1976. Of cthe 351 physicians who volunteered during the summer
of 1976 (FY 197T), 136 or thirty-eight percent wera graduates of foreign
medical schools.’? The bulk of foreign medical graduates recruited dur-
ing this period were obtained by the Navy and Air Force (an overvhelming
majority of these were alienl).33 By FY 1978, however, the Army was re-
cruiting heavily in this area. Of the 322 volunteers recruited by the
AMEDD during PY 1978, a total of 139 or 43.2 percent were graduates of

foreign medical schools, and 73 or 22.8 percent were non-l.S, citizens.34 - 8

The problem of foreign medical gradr-tes in the armed forces may
be limited in the future by an expected reduction in the number of foreign
physicians who will be available for recruiting in future years. Title

VI of PL 94-484, the Health Professions Educational Agsistance Act of

1976, which became effective in January 1977, imposes limitacions on the
immigration of alien physicians into the United Sc:tea.35 In viev of the
recent experiences of the armed forces, a significant reduction in the
availability of foreign physicians will have a2 negative impact on the mum-
i ber of volunteers recruited in future years.
; Authorizations and Other
% Statisticsl Problems

A reviev of Congressional testimony concerning the subject of
this study readily verifisd che truism that numbers and daca can bde ex-
pressed and interpreted to jusetify diametrically opposite positions on

a given subject. For example, in the spring of 1977, the Department of
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Defense was optimistically discussing a shortage of ''only" 6.4 percent

of tha 11,703 medical officers which the armed forces were suthorized

for FY 1977. At the same time, the Army was projecting a physician shor-
tage that exceeded thirteen percent of ite authorizations for the same
fiscal year (4,636 authorized vs. 4,043 ancigned).36 Both sets of statis-

tics were apparently accurate. When discusaing the impact of foreign

A medical graduates as a percentage of voluntecers, the Department of Defense
testified thac, during FY 1976, foreign medical graduates accounted for
approximately eight percent of “total physicians recruited.';7 The latter

statistic actually referred to total physician accessions, including Berry

Plan participants, West Point graduates completing medical school, and
: HPSP participants. The response of the Surgeon General to Congressional
requests for similar data compared foreign graduates as a percent of physi-
c¢ian volunteers.
The annual fluctustion which occurred in military physician
authorizations (as evidenced within the AMEDD by data provided in Table
5) vas a recurring source of confusion and occasional irritation among

members of Congrcnc.as

In addition, these fluctuations undoubtedly

created difficulties for Defense Departmert officials charged with moni-

toring the condition of the military health care delivery system. Since

the Department of Defense does not preseribe stremgth authorizations for

the various commissioned corps of the individual services, Defense offl-

tials muat assume that authorization data provided by the Army, Navy, and

Air Force represents the prioriti:s which have been established by the i

Secretaries of these lervicel.39
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Although they are juatified by requirements, milicary manpower
authorizations are derived from budget and manpower constraints imposed
by the Service Secretarics in compliance with the overall priorities and
constraints established by the Defense Budget. In the course of the
budget decision process, the various agencies, departments and branches
within each service must compete for their share of constrained regources.
During the period studied, the Army contipued to adjust its manpower
levels from wartime authorizitions, and reordered its priorities to in-
crease combat forces within existing manpower constraints. Since the
combined strength of the AMEDD commissioned corps’' account for between
fifreen and sixteen percent of the total Army officer corps, AMELD offi-
cer authorizations were sensitive to changes in the "tooth-to-tail" ratio
of combat to combat support forces which were accomplilhed.ao

Manpower authorizations are also subject to the dynamics which
vere briefly discussed in explanation of the sudden decrease in Army medi-
cul officer authorizations to 4,009 during FY 1978. During testimony
before the House Armed Services Committee in 1977, General Taylor wryly
explained the adjustment of medical officer spaces to reflect the antici-
pated capability of filling them: 'When you drop the water in the streanm,
you lovwer the bridge to make sure they are always the right distance
apart.'“l Although this comment wae made in response to a complaint by
Representative Stratton that guthorization- vere Jpparently being reduced

2

to avoid adaicting a ohortage.a the practice also rzflects the harsh

realities of the keen competition for spaces within the Department of

the Army. Unfilled manpower authorizations for which funds have been
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appropriated are likely to be redistributed to meet needs within other
branches and agencies; and, once lost, they are difficult to regain.

An attempt to determine optimum authorizations for the Army Medi-
cal Corps would be far beyond the scope of this study. A brief dis-
cussion of readiness requirements i{s offered in a subsequent chapter of
this study. It seems appropriate to summarize the immediate discussion
by referring the reader to Table 5 for a compariscon of tha authorized
and assigned medical officer fiscal year end-strengths as of 30 June
1973 (FY 73) and 30 September 1978 (FY 78). During the period between
the termination of the draft on 1 July 1973, and 30 September 1978, Army
Medical Corps authorizations were reduced from 5,153 to 4,009, a decrease
of 1,144 or over twenty-two percent. During the asame period, Medical
Corps assigned strength dropped from 5,505 to 4,063, a reductionm of 1,442
or over twenty-six percent. The population eligible for Army health

43 This dramatic de-

care increased slightly during this period of time.
cline in medical officer strength during the firat six years of the zero-
draft environment was one obvious impact of the all-volunteer force on
physician procurement and retention durinyg the period examined by this
study.
Distribution of Specialists

In addition to the declive in total medical officer streagth, the
Army Medical Department experienced a radical shift in the dis-ribution

of medical specialists during the mid-1970's. This phenomenon was caused

in large measure by the phased reduction of Berry Plan accessions which

correlated well with the length of time normally required to complete .
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residency training in the varfous specialities. Simply scated, those
graduates of the Class of 1972 who entersd specialcies which required
relatively short residencies, such ss internal medicine, anssthesiology
and radiology, entered activs duty earlier than their classmaces vho
chose specialties which required lopger residencies. For the most part,
those who entered active duty searlier also left earlier; and, by their
leaving, created gaps in the specialty structurs which remsined empty.

A comparison of the assigred strangths of velacted aspecialties in the _
Army Medical Department as of 1 December 1975 and 1 October 1978 is pro- i

vided in Table 6. Tbis Table also indicates the percent decresge vhich

TABLE 6
ASSIGNED STRENGTH OF SELECTED SPECIALTIES
IN THE ARMY MEDICAL CORPS
1 DECEMBER 1975 AND 1 OCTOBER 1978

Specialty No. Assigned No. Assigned Percent “
As of 1 Dec. 75 As of L Oct. 78 Decrease '

Anesthesiology 83 62 25.3
Dermatology 74 48 3s5.2
Disgnostic Radiology 128 77 39.8 il
General Surgsry 267 209 13.4 !.
Internal Madicine 401 206 48.6 }
Neurology 51 38 25.5
0B/GYN 187 141 24.6
Ophthalmology 87 55 36.8
Otol aryngology 61 42 k) B3
Orthopaedic Surgery 184 104 43,5
Psychiatry 177 124 29.9

Source: Compiled by the author from Department of thsa Army Working 'K
Papers (SGPE-MC) n.d., n.p.
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occurred during this period of time. In deference to the statistical
problems already discussed, the availability of specialists in the lacter
part of the period covered by this study has been sxamined without regard
to authorizations or requiremencs. The availab{lity of specialists on

1 October 1978 has besn compared to actual strengthe during FY 1976, when
Atrmy Madicel Corps authorizations had already been reduced by a total of
680 from 3O Jume 1973 levels (5,153 - 4,473), and actual end-strength had
decrsased a total of 1,107 medical offficers (5,505 - 4,398)., The criti-
cal shortages of apaclaliste which occurred was compounded by the fact
that mission requirements necessitatad the uneven distributicn of those
spacislists who were available. The impact of chis on the Army medical
care delivery eystem, particularly at installation hospitals within the
United States is examined in a subsaquent chapter of thig study. The
significant decresse in medical specialists which occ..red during the
latter parc of the periocd examined by this study resulted primarily from
the inability of the Army to retain those phyeicians on active duty in
the numbers and specisalties which were present, even during che early
years of the zero-draft enviromment. The results of the short-term plans
for recruiting and retaining an all -volunteer medical force obvicusly

fell short of established objectives.

Procurement Programs Revisited

Even ar. the height of their optimistic projections of successful
transition to an all-volunteer force, military health planners had fore-
sesn the possiLiiity of an hiatus between the and of the draft motivated

physician procurement cycle and the maturacion of the student subsidy
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programs. As the snort term effects of the zero-draft environment on

physician procurement and retention became clear, emphasis en "getting

well® by the 1980's appeared more frequently in Defense response to

Congressional inquiries regarding the deteriorating status of military

medicine. In February 1978, the Department of Defense projected that

although the Army was expected to be at 85.L percent of its autherized

medical officer strength at the end of FY 1978. it would experience a %
gradual increase in physician strength during subsequent years, and would :
reack 100 percent of its authorization by 1983.hh This section will ana-

lyze some aspects of the major procurement programs designed to achieve

a sustainable volunteer medical ferce in the 1980's, which came to light

as implementation evolved and program performance data became avallable.

Variable Incentive Pay

The Varisble Incentive Pay program did not achieve the reseunding
success which had been anticipated when this cestly retention mechanism
was enacted. Nevertheless, the financial incentives of the VIP helped
stem the tide of career medical officer losses and assisted in the reten-
tion of some physicians who wera completing their military ebligationm.
Attrition rates for career medical officers remained relatively constant
from 197L to 1978, in contrast te the distressing increases in the loss
of medical officers in this status which were occurring in the years
prior to anactment.hs Retention of Army medical officers whe cemnleted
their initial military obligation rose from 13.8 percent in FY 1974 to
21.7 percent in FY 19?7."‘6 Despite the morale problem associated with -

Berry Plan participants, reténtion among this category of medical officers

rose from a tri-service rate of 5.5 percent
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in FY 1973, to 14.9 and 16.9 percent in fiscal years 1975 and 1976
reepcccively.“7 The majority of Berry Plan physicians who participated
in the VIP apparently were interested in extending their tour of active
duty for one year only. In 13978, the Army reported a retention rate of
5.1 percent for Berry Plan participanta who had completed three years

of active duty.%8 The military services have found it difficult to de-
termine what portion of the increased physician retention rates were due
to the \IIP.“9 Obviously, the levels of military physician astaffing ’.
would have deteriorsted even more significantly if the incantives offered
by this program had not been available.

The limited impact which incentive pay had on the retention of
medical officers was caused by several flaws in the program which serious-
lv degraded its attractiveness. Uncertainty regarding the future availa-
bilicy of the variable incentive bonus arocse from the fact that the VIP
was originally enacted on an eighteen-month trial basis, and has remained
a "temporary' program ever since. Repeated extensions of the original
legislation for one year periods by last mimute Congressional action, as
vag the case in 1977 and 1978 (the current one-year extensiorn was signed
by the President on 7 October 1978, seven days after expiration of the
previous extension), resulted in uuderstandable apprehension among medi-
cal officers concerning their future income potential in the militaty.

In addition to amual uncertainty over its coantinued existence,
the constant erosion of the vaire of the VIP bonus by inflation diminished

the programs impact as a retention mechanism. When the VIP was enacted,

the median income for physicians in rhe United States was approximacely
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$45,000 per year. By 1977, the average income of a private practitioner
who had been in practice for eight years was $66,284 per year, while
under the VIP, military physicians with comparable experience earned an
annual salary of $41.995.5° Although never intended to achieve parity
between military and civilian physiciana, the VIP was designed to close
the income gap between these groups. Since it has no provisions for
inflation-related adjustments, the attractiveness of this program will
be further eroded each time the Consumer Price Index risges.

The enormous complexity of eligibility provisions and entitle-
ments under the program which arose from the authorizing legislation and
DoD implimenting instructions caused confusion and consternation among
military physicians. Moreover, current eligibility requirements exclude
entire categories of-nedical officers who would normally be expected to
have the highest potential for career motivation. These exclusions may
have serious effects on thé future performance of the other procurement
programs. In addition to Berry Plaun participants, medical officers whose
initial active duty obligation results from participation in ROTC while
in college or the Health Professions Scholarship Program are ineligible
for the VIP bonus until their initial obligation has been served.51 The
exclusion of subsidized HPSP participants, although understandable, may
create serious morale problems for this group in future years. Those
who perform a military residency will serve approximately eight years of
active duty before fulfilling their HPSP incurred obligation and becoming
eligible for the VIP. During these years of working beside less qualified

bonus recipients, a degree of dissatisfaction comparable to that of the
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Berry Plan participants wiil evolve in many HPSP participunts, regardless
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of the legal niceties involved. i 3
The exclusion of ROTC participancs is far less understandable, for
it effectively deprives those individuals whose early identificatcion
with the armed forces indicates excellent potential for caresr motivation.
Instead of capitalizing on this potential and encouraging the training
and insights provided by ROTC, this provision of the VIP penalizes such
participation and thus, effectively discourages it.
Health Professions Scholarship Program
Throughout the period examined by this study, the military ser-
vices and the Department of Defense have viewed the Health Professions
Scholarehip Program as the corneratone of hope for achieving and sustain-

' ing an all-volunteer force in ths 1980's. Initial response to the scholar-
ship program was very faworable, and meaningful productivity in terms of
program graduates was achieved as early as 1975, AMZDD experiences in
terms of gtudent response to the medical porticn of the HPSP, from its
‘nception in the middle of FY 1973 chrough FY 1977, are indicated in
Table 7, A total of 650 Army scholarships were allotted to medicine
during the first year of the progranm's existence. This allocation vas 3
subsequeruly increased to a total of 1,300 scholarshipa which could be
filled by medical students at aay given time. The degree ¢f initial
Tesponse 1§ demonstrated by the faet that the Army was able to £11l1 eixty-
five percant of the scholarship positions it initially offered witn an-
proximately four months of FY 1973 remaining whet. the program became of-

ficially available. TLespite the aignificant reduction i{n ap;licatlons

vhick occurred during FY 1977, the wmedical portion of  he HPSP remained
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TABLE 7
STUDENT RESPONSE TO THE ARMY HPSP (MEDICAL)

PY 1973 - PY 1977

Fiscal Year Scholarships No. of No. 4n Percent

Available Applicants Program of Fill
1973 650 522 421 65
1974 906 962 1,051 8L
1975 421 643 1,249 96
1976 407 887 1,191 91
197T 467 661 1,055 81
1977 422 463 1,282 98

Source: Compiled by the author from Department of the Army Working
Papers (SGPE-FIM), n.d., n.p.
essentlally filled at the end of the period studied.

In order to enable immediate productivity, the AMEDD concentrated
its {nitial recruiting efforts on attracting students who vere already in
madical school. Upon the graduation of participants who entered the pro-
gram as juniors (and even saniors), the scholarship spaces released be-
came avajlable for longer committments. The productivity of the medical
portion of the HPSP frou its incepticn through FY 1978 1s indicated in
Table 8.

The degree to which the Army Medical Department will continue to
rtely on the HPSP as a major source of nedical officers into the 1980's

is demonstruced by Table 9, which provides projections of input and out-

put for the medical yortioa of the RPSP from FY 1978 through FY 1984.
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TABLE 8

ARMY HPSP MEDICAL GRADUATES, FY 1973 - 1978

P
i
, 3
§a Fiscal Year Number of Graduates
: 1973 27
P 1974 161
F 1975 353 ;
: 197¢ 365
1977 11
; 1977 330
g 1978 362
f Total 1,589 -.
;
‘- Source:; Compiled by the author from Department of the Army Working 3
i Papers (SGPE-PIM), n.d., n.p. .
y
‘ TABLE 9
}
i ARMY PROJECTIONS OF HPSP (MEDICAL)
¢ INPUT AND OUTPUT, FY 1978 - 1984
i
}
b
: Fiscal Year Ioput Cutput
1
( 1978 456 Is2w
: 1979 N7 399
1980 533 405
] 1981 431 372
s 1982 394 360
1983 517 517
1984 $33 533

*Actual output for FY 1978 was 362.

Source: Compiled by ths author from Department of the Army Working
Papers (SGPE-PIM), n.d., n.p.
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; Despite the success achieved by the HPSP during the 1970's, it
contained unresolved sources of participant dissatisfaction. Negative
rasponse to these dissatisfiers and the creation of competing acholar-
b ship programs by other federal agencies caused serious concern among
the military services regarding the continued viability of this vital

é procurement program.

On 1 August 1973, after the Health Professions Scholarship Pro-

gram had been in effect for approximately six months, the Internal Re-

venue Service ruled that the benefits received under the HPSP did not

qualify for tax exempt scholarship status, since the receipt of these

-

benafits was conditioned on the performance of future services.”2 The

AR -y

IRS further ruled that enabling legislation which spelled out Congression-

al intent was required before the Treasury Department could be autborized

53

to refrain from collecting taxas against HPSP benefits. To ameliorate

R Ui LR T~ an e ML

the obvious recruiting difficulties which this ruling created, and as an
expression of its intentions regarding the HPSP, Congress enacted PL 93-

483 on 26 October 1974, which provided that benefits obtained under the

LEab ot Ban LA o L Eott aalod

HPSP during the ysars 1973, 1974, and 1975 were deemed to be "scholar-
ships" which were excludable from gross income under the IRS Code. This
legislation wus {ntended to allow Congress more time to raviev the entire
l area of scholarship taxation, while providing temporary respite for HPSP

56 In October 1.)75, the Department of Defense initiated a.

{ participants.
lagislative propossl which would have provided permanent tax relief for

HPEP participants. This proposal did not clear the govermment channels

]
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necessary for Congressional consideration in time to prevent the ex-
piration of the interim solution on 31 December 1975.55 When the
Secrectary of the Treasury denied a DoD request for a moratorium on col-
lecting tax from HPSP participants, the armed forces were required to
bagin witholding taxet on all benefits received under the scholarship
program i{in the Spring of 1976.56 Witholding taxes were collected from
the $400 monthly stipend to cover not only the stipend itself but also
tuition and tuition related fees and expenses which amount to several
thousands of dollars per year in many medical schools.

Student response to this action (which, in some cases, reduced
their monthly stipend by over fifty percent) was immediate and predictably
adverse. In a petition dated 16 April 1976, which was sent to the Secre-
tary of Defense by l44 HPSP participants from the greater Kangsas City
area, students exprassed their "extreme discontent' with the IRS ruling;
stated their belief that failure to resolve the tax prodblem constituted
a 'profound breach of faith, 1f not outright breach of contraet on the
part of all govermmental agencies involved;' and concluded that they felt
obligated to advise prospective applicants against entering the HPSP un-
t1l tax relief was afforded them."’

Congrasaional acticn was taken to extend temporary tax relief for
participants who entered the program prior to 31 December 1976, through
enactment of PL 94455 on 4 October 1976. On 12 November 1377, Congress
enacted FL 95-171 to cover students who entered the program prior to

31 Decamber 1978. As & result of this series of interim solutions to the

basic problem, HPSP participants have been continuously exenpted from the
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requirement to pay income tax on their acholarship benefits. Taxes
witheld during periods when tax exemptions were expired were later
refunded under the authority of subsequent legislation. Nevertheless,
income instability caugsed by the temporary collection of tixes, a re-
curring threat of taxation, and the tension surrounding what hag become
almost an annual ritual of last minute Congressional extensions of tax
relief have had a negative effect on the credibilicy of the Health Pre-
fessions Scholarship Program as well as its sponsors.

The attractiveness of the HPSP as a recruiting mechanism was
further diminished by the enactment on 12 October 1976 of the Health
Professions Pducatiopal Assistance Act of 1976 (PL 94-484), which suthori-
zed substantial increases 1in non-DoD federal educational assistance pro-
grams for medical s:udenta.ss The National Health Service Corps Scholar-
ship Program (NHSCSP) which was authorized by this legislation held its
firat application period during the spring 2ad summer of 1978 for the
1978-1979 academic yoar.59 Sponsored by the Department of Health, Educa-
tion and Welfare, this scholarship program is in direct competition with
the HPSP,

Benefits under the NHSCSP include tuition, tuition related fees,
reasonable educational expenses and a stipend for living expensas of at
least 3400 per month for twelve months esch year. The monthly stipend
is adjusced annually tc cost-of-living changes in federal salaries, and
for the 1978-1979 scademic year vas $429, Participants incur a commit-
ment of one year of obligsted public service in a federally designated
health manpower shortage area for each year of scholarship support, with

a minimum obligation of two years. All or part of the service obligation
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may be performed as a salaried federal employee of the National Health
Service Corpe assigned to a federally designated shortage area in the
United States or its possessions. Alternate service may be performed

by private practice in a medically underserved area which is able to sus-
tain the practice financially and provide an income at least equal to

the federal salary option. As an added incentive, thase who complete
their obligated service are eligible for one-time start up grants of
$25,000 if they agree to practice in a designated shortage aren.éo
Participants are permitted a delay of up to three years to complete
specialty training prior to entering their obligated period of federal
service. In addition, there is a 'buy out" provision im this program
vhich permits participants to avoid federal service by repaying the bene-
fits received.

The benefits offered by this program, although similar to those
of the HPSP (it also includes only a temporary solution to the tax prob-
lem), are more advantageously packaged than the military alternative.
Tyo major attraction of this program derives from the fact that partici-
pants will not be required to enter the armed forces or to serve ino &
potential combat zone. The positive public relations aspects of this
distinction (which are enhanced by the potential for avoiding service by
repayment of benefits) combined with the attractivenese of the cost of~
living adjustment and the start-up grants for voluntary private practice
in undQ;cQSVQd arecs make this program a formidable competitor with the

armed forces for those students who require financilal asssistance. The

Depsttment of Health, Education and Welfare received spproximately 3,900



)

applications for the 2,500 scholarships available for the 1978-1979

academic year.éz

It is likely that many of these applicants also applied
for the HPSP.

Data regarding the impact of the competition offered by the NHSCSP
were not availsble at the time this study was accomplished. It seems
clear however, that the future ability of the HPSP to attract sufficient
applicants in order to remain a viable procurement source for an all-
volunteer medical force will be significantly affected by the creation
of this significant alternative.

Insight regarding the impact of the various dissatisfiers on
student response to the HPSP may be derived from a review of one trend
which ran counter to the generally optimistic performance indicators con-
cerning the HPSP in the 1970's. From the program's inception in 1973, [
the applicant declination rate (the percent of applicants vho were selacted
and subsequently declined to participate) rose steadily, and by 1978 vas
spproaching almost ummanageable proportions. The declination rate ex-
perienced among medical applicants selected by the Army from PY 1973
through FY 1978 4s displayed in Table 10. Although caused in part by
applications to more than one military service (which though undersatand-
able, tended to inflate indicators of student response), this trand may
also be an indicator of the cumulative effect nagative publicitcy and the

existence of attrsctive alternatives have had on the effectiveness of the

HPSP as a recruiting mechanism.
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TABLE 10
ARMY HPSP (MEDICAL) DECLINATION RATE

FY 1973 - 1978

Piscal Year Declination Rate (%) 3
1973 5.8
1974 11.5%
1975 20.0
1976 28.1
1977 43.4
1978 42.0 -

Source: Department of the Army Working Papers (SGPE-PIM), n.d., n.p.

During 1977 Congressional testimony, the military Surgeons General
expressed considerable alarm that without favorable resolution of the tax
issue on a permanent basis and adjustments to the monthly stipend to keep
pace vwith inflation, the Health Professions Scholarship Program would not E
remain competitive with other federal recruiting programs such as the
NHSCSP.93 The three military services experienced a significant drop in
medical HPSP applicants for the 1978-1979 acadenic yur.64 A Rand Cor-
poration study predicted in 1977 that, unless corrective measures were
taken to keep the HPSP competitive, the Air Force would be able to f£ill
only forty percent of its scholarship spaces in the tuture.®5 The pessi-
mistic projections of this study have not apparently been validated, and
have not gained widespread acceptance among military health planners in

the Army. There was consensus by the end of the period studied, howevar,

that in light of difficulties the program continued to encountsr, eerlier
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optimism regarding the HPSP no longer seemed justtftod.éﬁ @
The Uniformed Services Univeraity
of the Health Sciences

In spite of the significant controversy which had surrounded its
enactment by Congress, dsvelopment of the Uniformed Services Universicy
of the Health Sciences (USUHS) procaeded at a considerably more favorable
rate than had been anticipated. Under the direction of David Packard,
Chairman of the Board of Regents, the University's scope was narrowed to
concentrata on physiciang, snd the projected annual output vas expanded
from 100 to 175.67 Construction costs had been pared from an original
estimate which exceeded 3200 million and a Congressioval appropristion
of $79.9 million to an actual cost of $66.9 millton.%8 By aarly 1977, s
faculty of fifty had been assembled and tha first class of thirty-two
students was in its freshman year. Over 2,500 applications had been re-
ceived for the sixty-eight positions being offered the following ycnr.69
The university seemed to be well on its way toward producing & nucleus
of careser-oriented medical officers who were expected to serve an average
of sixteen yearp on active duty.7° The Army anticipated that approxi-
mately tventy-five percent of its Medical Corps woold be USUHS graduates
by the 1990's.7t

In the course of the program re-evaluation which occurred during
the transition from the Gerald Ford to the Jimmy Carter admiofscration,
the USUHS wae identified as s possible source of cost lnvin;o.72 On

22 Tebruary 1977 Secretary of Defense Harold Brown anpounced & DoD deci-

sion to terainate the USUHS by recommending that Congress not appropriate
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FY 1978 operating funds for the univ.rltty.73 The Congress reacted
strongly to what was perceived as a test of its prerogatives. The House
Armed Services Committee empaneled an Investigations Subcommittee which
wag suthorized to administer oaths to hold Hearings on the Defense de-
cision, and several Committees and Subcommittees in both houses of Con-
gress expressed interast in this subject during the next two months.

High officials in the new administration were subpoenaed to appear be~
fors ths Investigations Subcommittee, and political emotions, in general,
tan high. The considerable furor which this issue raised was effectively
terninated on 21 April 1977, when by a vote of 250 to 162, the House ap-
proved a Senats Amendment which appropriated $12.5 million for USUHS
operating snd maintenance funde for FY 1978.74 Hearings on this subject
wers discontinued, and the intersction between the legislacive and execu-
tive branches of the faderal goverrment moved on to other arenas.

To attempt a normative discussion of the decision-making process
in which the Secretary of Defanse arrived at prioritiss vhich did not in-
clude the USUHS would far exceed the scops and limirations of this study.
It 1is considered appropriate, hovevar, to briefly discuss the major argu-
ments offered by DoD representatives in support of this decision, for
they represent a significant departure from earlier plans and projections
regarding the all-volunteer medical force. Moreover, thea respouses of
the militsry Surgeons Gensral during Congraseional Hearings on this issue
spparently reflect a significant departure from the somewhat suted opti-
mism of previous sessions. The stark divergsnce of viewpoints recorded

in the Congressional record of this interlude provides considerable in-

kMM A 3 0 a8 Pt il

ey
i S Uy S



AL A TITER wAe e s A % o e - aE i w A VAT APONeew S e madt maoc s

85

sight into the dynamic interaction which exists becween the Department
of Defense, the military madical departments, and the Congress, and
highlights several fundamental aspects of the all-wvolunteer medical force.
Justification for the Department of Defense decision to terminate
the USUHS was based on seversl factors. Concern over an anticipated na- 3
tional shortage of physicians, which had been commonly accepted in the £
early 1970's, had been mcdified by an HEW projection that the national
supply of physicians would increase from 375,300 im 1975 to 517,200 ty
1985. This study also forecast that, by 1985, the number of foreign
medical graduates in the United Ststes would decrease from twenty-one
to eighteen percent of the total physician aupply.75 Moreocver, the Cene- ;4-
ral Accounting Office had concluded that it was less expensive t¢ obtain
military physicians through the HPSP? than through the usums.’6 (Congress
subsequently established that {f all federal subsidies to civilian medi-
cal schools were included in HPSP costs, the total federal cost per ataff
year of expected military service would be $26,236 for the USUHE graduate
agd $32,068 for the HPSP participant).77
The Defense position was that by the mid-1980's the United States
could have an excess of doctors at the precise time vwhen the USUHS was

at peak output.78

The decision to seek termination ol the university was
based on an analysis which assumed that the military medical departments
would recruit 1,000 volunteers per year,79 and an Cffice of Management

and Budget study which concluded that 'DoD (would) be able to expand its

physician streugths by over twenty percent without the medical ochool."ao

Thie forecast was explained by Dr. Smith, who represented the Department
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of Defengse during the investigative hearings, as a statement of statis-
tical probabilicy which included optimistic and pessimistic projections.
In his words, ‘taking optimistic projections, we could be twenty percent
over; taking the pessimistic projections, we could be twenty percent
under."81 The general optimism with which DoD representatives approached
this and other questions regarding the feasibility of an cll-wlunteer
medical force has been discussed in other sections of this study. It
seems sufficient to suggest that events since 1977 lend support to the
more pessimistic side of the classic equation offered above.

The Surgeons General were unanimous in their disagreement with
the Defense Department's position that by the 1980's, the armed forces
would be able to satisfy their physician procuresent requirements with-
out the USUES.82 Moreover, each of these military health managers ex- }
pressed serious concern over the loss of credibility in the medical de-
partment programs vhich even the proposal to close the USUHS had caused.
The enthusiasm with which the HPSP, VIP, and now the USUHS had originally
been received had been gradually eroded as each of these physician pro-
curement programs encountered difficulties which, at best, were being
met with temporary solutiome. According to Adziral Custis who had re- 2
cently retired as Navy Surgeon General, closure of the USUHS wouid be
"the last straw."93 The university and the scholarship program had con-
stituted the long range solution to achieving an all -volunteer medical
force. The HPSP had already lost much of its initial luscer. Closure

of the USUHS would diminish credibility with the senior medical officers

vho comprised the aiready depleted core of committed military physicians.
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Wicthout this group, there would be no chance for a future volunteer
force.%

Concern over the problem of govermment credibility was echoed
by several Members of Congrass who were troubled by the tendency of

govermuent to embark oo programs with initial comitme_n‘l;._pnlymt_o: re- _

verse fields and abandon them in midstream.as In the Report of the

Subcommittee on Investigations, there wias a recommendation that further
study be made to seek ways of removing the USUHS from future decisions
of the gort which prompted this c:c-txu'ovar:ly.86 Although the USUHS is
still expected to graduate its first ~lass in 1980, the uncertainty and
turbulence during the spring of 1977 cannot have enhanced in‘effectivv
ness as a long term recruiting or retention vehicle. Student and faculry
perceptions of govermmen% credibility and the degree of committment which
exists for achieving a viable all-volunteer military medical force had

to be dimicished. The full impact of this disappointment may not be

realized for many years to comes.




e e L AR Rt SR s e s

88

END NOTES

1U.S., Congress, House, Department of Defense Appropriations
for 1978 (Part 6), Uniformed Services University of the Health Sciences,
Rearings before a Subcommittee of the House Conmittee on Appropriations,
95¢h Cong., 18t Sess., 1977, p.22.

2mb14d.
31bid. ‘
4pdbid4., p. 23.

5U.S., Congress, House, Military Construction Appropriations é
for 1978, Hearings before a Subcommittee of the House Committee on Ap-
propriatioms, 95th Cong., lst Seas., 1977, p. 339.

61bid., p. 364.
7bid., p. 339. 3

8U.S., Congress, House, Hearings on H.R. 7839, Extengion of
Health Professionals Pay, Hearing befora the Military Compensation

Subcommittee of the House Committee on Armed Services, 95th Cong., lst
Sess., 1977, p. 7.

9U.S., Congress, House, Department of Defanse Appropriations
for 1979 (Part 3), Hearings before a Subcommittee of the House Committwe
on Appropriatfons, 95th Cong., 2nd Sess., 1978, p. l4.

I al. e kmakerh s i .

10y.s., Congress, Senate, Uniformed Services University of the
Health Sciences, Special Joint Hearing before the Subcommittees oan Defense
and Military Construction of the Senate Apprcpriacions Committee, 95th
{' COng.. l.t SOBI., 1977. p. 37.
f 1
! U.S., Congress, Hzuse, Hearing onm H.R, 14772, to Pay Variable
Incentive Pay to Medical Cfficers Who Participatsd in the Berry FPlan,
Hearing before the Subcommittee on Military Compensation of the House
Committee on Armed Services, 9th Cong., 2nd Sess., 1976, p. 4l.

P URPPNLRPPT I

{ 12mp44., p. 27.
Lmid., p. 48.

l41p44., pp 4142,




YT P e Y T

ST T e e ST TR T ST o T g

89

150.8., Congress, House, Need for Continuation of the Uniformed

Services University of the Health Sciences, Hearings before the Ilnvesti-
gations Subcommittee of the House Committee on Armed Services, 95ch Cong.,
lst Sess., 1977, p. 127,

16

House Armed Services Committee Hesring on H.R. 14772, 1976,

p. 3.
171b4d., p. 1.
lazgig., p. 3.
¥7p14., p. 15.
ZOLELQ., p. 17.
Lpi4., p. 9.

22U.S., Congress, House, Committee on Appropriations, '"Adverse
Report to Accompany H.R. 14772," Report No. 94-1438 Part 2, 94th Cong.,
2nd Sees., 1976, p. 2.

23U.S., Congress, Senate, Special Pay Provisions for Thysicians
and Dentists in the Uniformed Services, Hearings before the Senate Committee
on Armed Services on S. 1731, 95th Cong., 1st Sess., 1977, p. 24,

2“Senato Appropriations Committee Hearings on the Uniformed Ser-
vices Unjversicy of the Health Sciences, 1977, p. 24,

zsﬂoune Armed Services Committee Hearings om H.R. 7839, 1977, p. 3.

26Houle Armed Services Investigations Subcormittee Hearinga on the
Need for Contipnuation of the Uniformed Services University of the Health
Sciences, 1977, p. 129.

271bid., p. 27.

28U.S., Congress, Senate, Department of Defense Authorization for
Appropriations for Fiscal Year 1979, Heavings before the Committee on
Armed Services, 95th Cong., 2nd Sess., 1978, p. 2622,

29

U.S., Congress, House, Department of Defanse Appropriations for
1979 (Part H), Hearings before the House Committase on Appropriations, 95th
Cong., 2nd Sess., 1978, p. 849.

30New_York Times, 13 October 1977, p. 14.

i L A A ot

IR T P g P 2 LN



90

31House Armed Services Investigacions Subcommittee Hearings on
the Need for Continuation of the Uniformed Services University of the
Heaith Scisnces, 1977, p. 132.

32U.S., Congress, House, Committee on Armed Services, ''Need for
Continuacion of the Uniformed Services University of the Health Sciences,’
Report of the Subcommittee on Armed Services, H.A.S.C. No. 95-22, 95th
Cong., let Sess., 1977, p. 7.

33Houoe Armed Services Investigation Subcommittee Hearings on the
Need for Ccntinuation of the Uniformed Services University of the Health
Sciences, 1977, p. 140.

3“U.S., Departaent of the Army, Working Papers, DASG-PIB, n.d.,
n.P -

35House Armed Services Committee Report No. 95-22, 1977, p. 7.

36Houae Armed Services Committee Hearing on H.R. 7839, 1977, p. 4,

37Houae Armed Services Committee Hearinga on the Need for Conti-

nuation of the Uniformed Services University of the Health Sciences, 1977,
p. 52. .

385enate Armed Services Committes Hearings on Special Pay Provi-
sions for Physicians and Dentists in the Uniformed Services, 1977, p. 9.

3%ouse Armed Services Committee Hearing on H.R, 7839, 1977, p. 1l.

40y.s., Congress, House, CHAMPUS and Military Health Care, Hearings
before the House Armed Services Committee, 93rd Cong., 2nd Sess., 1974,
p. 113,

alﬁouse Atmed Services Investigations Subcommittee Hearings om the
Need for Continuation of the Uniformed Services University of the Health

Sciences, 1977, p. 128.

b2yp44.

43Houne Appropriations Committee Hearings on Department of Defange
Appropriations for 1979 (Part 8), 1978, p. 845.

“iouse Appropriations Committee Hearings on Department of Defense
Appropriations for 1979 (Part 3), 1978, p. 314.

“sHouae Appropriations Comsmittee Hearings on Department of Defense
Appropriations for 1979 (Part 8), 1978, p. 897.




R e LT

B i it A

91

461p44.

4Tyouse Armed Services Committee Hearing on H.R. 7839, 1977, p. 23.

48Senlte Armed Services Committee Haarings on the Department of

Defense Authorizations for Appropriations tor Fiscal Year 1979, 1978,
p» 2670.

bgHousa Appropriations Committee Hearingze on Department of Defense
Appropriations for 1979 (Part 8), 1978, p. 897.

505enate Armed Services Committee Hearings on S. 1731, 1977, p. 12,

5lHouse Armed Services Committee Hearing on H.R. 14772, 1976, p. 27.

SZSecretary of the Treasury William E. Simon to Hon. Richard C.
Wiley, General Counsel, Department of Defense, 19 February 1976. Copy on
file at Headquartere, Department of the Army (SGPE-PIM), Washington, D.C.

33Senate Armed Services Committee Hearings on the Department of
Defense Authorization for Appropriationa for Fiscal Year 1979, 1978,
p. 2618,

5

431mon to Wiley, 19 Pebruary 1976.

53y.s., Depar-ment of the Army, "Information Paper" (DASG-PIB),
3 May 1976.

5681mon to Wiley, 19 February 1976,

57Ph11£p Morson and others, 'Taxation of Armed Forces Health Pro-
fessions Scholarships,' 16 April 1976 {(Patition to Hon. Donald H. Rumsfeld,

Secretary of Defense, Copy on file at Headquarters, Department of the Army,
SGPR-PIM, Washington, D.C.).

585enate Appropriations Committee Hearings on the Uniformed Ser-
vices University of the Health Sciences, 1977, p. 4l.

59U.S., Department of Health, Pducation, and Welfare, 'Pact Sheet-
National Health Service Corps Scholarship Program,'" 21 October 1577,

601b1d.

6lRouse Armad Services Committee Hearings cn the Need for Conti-

nuation of the Uniformed Services Univergity of the Health Sciences, 1977,
p. 133.

e had et

it &




-
)

ey g Y

B s et

A7 T Y Y e T

b g e e
v P .-

92

62)gs0ciation of the United States Army (AUSA), Special Report:
Milicary Health Care--A Deteriorating Benefit (Arlington, Va.: AUSA,
1978), p. 9.

63Hnuac Armed Services Committee Report No. 95-22, p. 6.

6445use Appropriations Committee Hearings on Department of Defenge
Appropriations for 1979 (Part 8), 1978, p. 857.

651oune Armed Services Investigations Subcommittee Hearings on the

Need for Continuation of the Uniformed Services University of the Health
Sciences, 1977, p. 133.

66 114., p. 134.

$7Rouse Appropriations Committee Hearings on Department of Defense
Appropriations for 1978 (Part 6), 1977, p. l1.

681b4d., p. 2.

891b1d., n. 4.

70
Ivid., p. 2.

713enﬂte Appropriaticns Comnittee Hearings on the Uniformed Ser-
vices University of the Health Sciences, 1977, p. 51.

72House Armod Services Investigations Committee Hearipgs oo the

Need for Contimmation of the Uniformed Services University of the Health
Sciences, 1977, pp 8-11.

31p44., p. 1.

744ouse Armed Services Committee Report No. 95-22, p. 9.
755enste Appropriations Committes Hearings on the Uniformed Ser-
vices University of the Health Sciences, 1977, p. 33.

T6y0use Appropriations Committee Hearings on Military Construction
Appropriations for 1978, 1977, p. 357.

T4,

"8y0use Appropriation Committee Hearings on Department of Defense
Appropriations for 1978 (Part 6), p. 4.

79800.0 Armed Servicass Committee Reporgt No. 95-22, p. 3.

ot acaiioki ik M 3

-

RO ST YU TR PRl

Lu._\ ed



rmr—— TSR gT— = T T T T S S P e

93

8c’ﬂouu Armed Services lnvestigations Subcommittee Hearings on
the Nead for Continuation of the Uniformed Services University of the
Healch Sciences, 1977, p. 11,

BIM., p. 13.
82%.. p. 134,
84d., p. 6.
8"%. :

ssﬂouu Appropriations Committee Hearings om Military Construction
Appropriations for 1978, 1977, p. 36l.

86uouse Armed Services Committee Report No. 95-22, p. 9.




RN - ~ - C ey P R D s - . .

CHAPTER IV

IMPACT OF "ALL-VOLUNTEER'
PHYSICIAN PROCUREMENT ON TRE

ARMY MEDICAL DEPARTMENT

The Current Situation

By the spring of 1978, military and political leaders in the
United States generally recognized the existence of a critical shortage
of medical officers in the armed forces. This shortage was causing de-
lay in treatment, interruption of certain specialty aervices, and in-
creased referral of patients other than active duty soldiers to the civi-
lain sector for health care. Members of Congress whose scates or dias-
tricts included military bases (and thus concentrations of active and
retired military personnel) were besieged with letters from constituents
for whom military health care was no longer available. The President's
Commission on M{litary Compensation reported in April 1978 chat, ''there
is a crisis in military health care. The system i{s simply overtaxed.“l
By the fall of 1978, Secretary of the Army Clifford Alexander allowed
himself to be quoted in the press as believing that the shortage of mili-
tary doctors was so grave, that {f there were a war in Europe, there
might not be enough Army doctors to treat the ca.ualtiea.z

Physician Shortage

in the Active Army

The term "shortage' is commonly defined as a ''deficiency in the

3
amount needed.' The Department of Defense and the military services
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have generally defined actual or anticipated physician shortages in
terms of medical officer authorizarions and assigned strengths. Per-
sonnel authorizacions are the cocumonly used measure of funded staffing
levels in the military personnel management system. Since they are
highly susceptible to the manipulation discussed in a previous section,
the use of authorizations by the milicary establishment has tended o
understate the impact of the zero-draft envirooment on the structure and
capabilicies of the military medical forces.

Projected fiscal year end-strength authorizations for the Army

Medical Corps for fiscal years 1978 through 1981 are displayed in Table 1l.

TABLE 11
PROJECTED ARMY MEDICAL CORPS
END-STRENGTH AUTHORIZATIONS

FY 1978 - 1981

Fiscal Year Authorized End-Strength
1978 4,009
1979 4,173
1980 4,328
1981 4,539
1982 and beyond 4,539

Source: Hearings before the Senate Armed Services Committee on
Department of Defense Authorization for Appropriations
for Fiscal Year 1979, 1978, p. 262S.

These projections do not represent the Army Medical Department's need for

medical officers, but rather the number of physicians the AMEDD realisti-
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cally expects to have assigned. As Lieutenant General Charles C. Pixley,
Army Surgeon General, explainad im 1978 Congressional testimouy, the 1981
end -strength authorization of 4,539 represents a "temporary, intermediate
range objective," which recognizes the nature and expected severity of
military physician shortages and is consistent with the time required for
the maturation of programs designed to replace the drafe.* According to
General Pixley, the budgeted end-strength authorizations for the inter-

vening years represent the Army's best estimate of achievable assigned

strength, and constitute a 'glide path™ to attaiment of the 1981 acreng:h.5

In the opinion of General Pixley, if physician recruiting and retention
programs prove successful i{n the 1980's, authorizations for Army medical
officera should be gradually increased during that decade to provide
staffing levels which will obtain the most efficiant utilization of AMEDD
facilities; assure readiness to meet contingencies short of mobilization;
and allow the AMEDD to accomplish an orderly transition to mobilization
posture if nacannary.6 The number of medical officers required to achieve
this state of efficieacy and readiness equates to the number of physicians

actually needed by the Army during peacetime. Although budget constraints,

manpowar ceilings and competing priorities for scarce resources would un-
doubtedly result in authorizations at levels less than the ideal, this
oumber would neverthelass represent a relatively coastant refercace against
which assigned strength could be compared to determine the '"shortage" at
any given time.

Army manpover requirements are determined by a sophisticated metho-
dology which surveys the mission, organization, functions, aud workload of

Army units. Under thia system of manpower mavnagement, the 1978 peacetime
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Army medical officer requirement to staff fixed health facilities and
field medical units was 5,856.7 During peacetime, field medical units
such as medical battalions, fileld hospitals and combat support hospi-
tals do not normally traat patients. As a result, these unita are not
normally etaffed with physicians and other scarce health professionals.
The total Army medical officer requirement minus those requirements re-
lated to field sedical units ylelded a "constrained readiness require-
ment' of 5,273 Army medical officers for PY 1978.8 It {s this mumber
which best expressea the Army's need for medical ¢fficers at the end of
period examined by this study. The existence of an active medical force
of this size (or cleose to it) would enable efficient utilization of
AMEDD facilities, assure readiness, and sustain capacity for mobilization.
The above estimate seems reasonable, particularly when it 1s com-
pared to the actual number cf Army medical officers on active duty as of
30 June 1973 (FY 1973 Medical Corpas end-strength of 5,505; Table 5). Al-
though the population eligible for medical care bad increased slightly
during the intervening years, the FY 1978 Army constrained readiness re-
quirement for active duty medical officers was 232 less than the number
of physicians assigned for duty on the day before the draft officially
ended. The real shortage of active Army medical officers on 1 October
1978 wag 1,210 (5273-4063), or almost twenty-three percent of the Army's
estimated need.

Reserve Physician Shortage

Under the total force concept, the active and reserve components

of the armed forces are congidered to be intrinsic elements of U.S. na-

tional defense capabilities. The Army's ability to respond to national




emergencies has relied increasingly on the viability of Army Reserve

and National Guard medical unite, as emphasis within the active com-
ponent has been directed toward maximizing combat forces within avail-
able rescurces. As a result of this emphasis, an increasing portion
of Army combat service support capability has been placed in the reserve
component of the total Army force (in 1978, over fifty percent of the
Army 's medical capability was in the reserve component). The importance
of the reserve component's role in accomplishing the AMEDD mission makes
2 brief discussion of the Army's experience with procurement of Reserve
physicians in a zero-draft enviroment appropriate.
The termination of the doctor draft had an even greater impact
on recruitment and retention of Army Reserve and National Guard : -dical
officers than it did on the active force. During the yesrs of the draft,
Army Reserve and Nati{onal Guard units were generally able to recruit suf-
ficient numbers who were willing to serve their military obligation via
4 six-year regimen of monthly drills and annual suxmer camp, rather than
4 two-year tour of active duty. In addition to this procurement source,
the reserve component benefitted from the fact that individuals who en-
tered the armed forces prior to their twenty-sixth birthday were required
to complete a statutory military obligatica of six years. Those released
from active duty after two years were required to affiliate with 2 Reserve
or National Guard unit for at least three of the four remaining years of
obligated service, 1f geographically feasible. Those whose residence was
not within reasonable distance of a unit were placed in the Individual

Ready Reserve. FPhysiciang who were comnissioned under the Berry Plan

generally fulfilled most if not all of the reserve portion of their
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statutory military obl4gation while in delayed officer status during
their residency training. As a result, the majority of medical officers
vho were required to affiliate with the reserve component on release
from active duty were those who had either been drafted or had requested
immediate active duty under the Berry Flan.

Botihh procurement sources of Reserve medical officeres were quickly
depieted when the draft was terminated. Motivation to aveid active duty
: by joining an Army Reserve unit was effectively cancelled on 1 July 1573,
The decline in reserve affiliation by those being released from active
Juty occurred more gradually, but no less inexorably. Tables 12 and 13
coapare the authorized and assigned streogths of phyeicians {n the Army

Reserve and National Guard respectively, from 1974 through 1577,

TABLE 12
U,.S. ARMY RESERVE MEDICAL OFFICER

STRENGTH, 1974 - 1977

TR TR e YTRRDOI ST L R W v e e

% Year No. Authorized No. Assigned
E

: 1974 3,190 2,424
s 1975 3,190 2,326
i 1976 3,190 2,102
1977 (FEB) 3,190 1,893
(JUN) 3,190 1,540
(DEC) 3,190 1,287

Source: Senate Armed Services Committe Hearings on Special Pay Pro-
visions for Phyeicians and Deuntists in the Uniformed Services,
1977, p. 19.
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TABLE 13
U.S. ARMY NATIONAL GUARD MEDICAL

OFFICFR STRENGTH, 1974 - 1977

Year No. Authorized No. Assigned
1974 1,269 970
1975 " 956
1976 b 948
1977 (JAN) " 718
(Jun) " 583
(NOV) " 541

Source: Senate Armed Services Committee Hearings on Special Pay Pro-
visions for Phyeicians and Dentists in the Uniformed Services,
1977, p. 19.
In addition to the above experiences of Reserve and National Guard units,
the medical officer strength of the Individual Ready Reserve decreased
from approximately 3,400 in 1974 to 1,648 by April 1977.9
The trend of declining medical officer strength within the reserve
component accelerated sharply during 1977, 1In this year alone, Army Re-
serve units lost a total of 636 medical officers, over one-third of total
assigned strength. During the same period, medical officer strength in
Aray Netional Guard units decreased a total of 177 officers, almost one-
fourth of assigned streogth. As a result of increasing declines in asaigned N
physician strengths, by the end of 1977 the Army Reser e was at 39.4 per-
cent of its authorized medical officer strength and the Army Naciomal Guard

had 55.8 percent of the physiclang it was authori{zed. In a zero-draft

enviromment, fevw physicians are willing to voluntarily join a reserve unit
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which requires their absence from other pursuits on a recurring basis
and which, {f activated, would cause the iaterruption of their practice
with considerable financial consequences.

While maintaining the validity of the total force concept re-
garding medical officers, the Department of Defense has recognized the

complexity and sensitivity of problems associated with activating or

mobilizing physicians who have substanti{al ccmmunity responsibility. As

a tesult, according to 19783 Senate testimony by Vernmon McKenzie, the De-

partment of Defense has found it necessary to focus 1its most intense

efforts on insuring that the active components of the military services

maintain sufficient medical officer strengtha to meet the early workload

requirements within a theater of operations in the event of war.lo DVes -

paste these efforts, the Department of Defense estimated in the spring of

1978 that the armed forces were approximately 1,000 medical officers ]
short of the number required for this limited atsoion.}!

AMEDD Capacity to Respond
to National Pmergencies

In 1977, General Taylor had commented that the net effect of the
number of required Arwy medical officers who were not available was ab-
solutaly profound in terms of readiness which is the primary mission of
all military unito.lz, A year later, nis successor General Pixley cate-
gorized the AMEDD capability to support a non-mobilization contingency ;
as extremely mnrginal.13 In his estimate, the outhreak of hostilities
which iavolved U.S. Army forces for even a limited period would require

the diversion of all eligible beneficiaries other than active duty to
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non-military health care sources, in order to free medical officera for
reassigmment to field medical units in the combat zone and enable medi-
cal faci{lities in the Continental United States (CONUS) to care for the
sick and wounded loldierl.la The mobilization of the Army Reserve and
National Guard would offer only partial assistance, in view of the signi-
ficant physician shortages they continue to experience.

In 1978, according to General Pixley, the all-volunteer Army Medi-
cal Corps was not able to provide sufficient medical support to suatain
the Army in large scale combat guch as a war in Europe.15 A state of
war would obviously generate an enormous requirement for staffed hospital
beds to support soldiers who were wounded in combat and returned to the
United States for treatment. The requirement to muintain this CONUS ca-
pability would not only necessitate the diversion of other than active
duty nen$era to the civilian sector for medical care; it would also pro-
hibit the wholesale deployment of the Army Medical Corpe to the thaater
of operations. The present availabilicy of activg medical officera would
be insufficient to staff treatment facilities within the theatsr in the
numbers and types of units which would be required. Increased require-
ments to evacuate casualties to CONUS would result, accerding to General
Pixley, in an increased death rate, as well as higher incidence of wound,
injury, and disease complications, and an increased length of hospital
stay among those who 3urvivod.16

The theater evacuation policy necessitated by the shortage of
medical officers would also result i{n fewer troops being returned to duty

vithin the theator of operations. The austerity of medical capability
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would require the evacuation, from the theater, of injured and wounded
soldiers vho, if adequate medical support were available, could other-
wise be returned to duty in the combat zone. Soldiers who are evacuated
out of a theater of operations become personnel losses to the theater.
“Prematurs'' evacuation wculd thus create an increased requirement for
replacements from CONUS and a significant loss of combat power available
to the field commander responsible for fighting the war.17 This limita-
tion of the Army's ability to maximize its combat power, particularly
during the early stages of a major war, has been a most serious conse-
quence of the military physician shortage which has developed in the
2ero-draft enviromment.
Distribution of Available Specialists

The significant reduction in active Army medical ocfficer strength, .
and the radical change in the availability of specialists which occurred -
during ths period examined by this study, were further compounded by medi-
cal officer assigment policies. These policies derived from mission
priorities which required the uneven discribution, particularly im CONUS,
of those medical officers who were available. As a result, Medical De-~
partment Activities (MEDDAC) located on Army posts in ti.e United Scates
vere allocated proportionately fewer doctors than their workload or popu-
lation served would otherwise have justified.

The mission of the Army Medical Department dictates that primary
importance be placed on providing continuity of care for acti{ve duty per-

sonnel. As a result, the first priority for medical officer assigrments

vas to fill overseas positions in places such as Europe and Korea, where
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alternatives to mfilitary health care are not readily available for either
the soldier or his dependents. The second agsigrment priority was to
assure the continuation of am adequata teaching faculty to support gra-
duate medical e&ucation programa at Army medical centers (MEDCEN) such
as Walter Reed (Wash., D.C.), Pitzeimmons (Denver, CO.), Letterman (S.F.,
CA).18 Although ihey have historically provided health care to the majo-
rity of active and retired beneficiaries, the MEDDACs received what was
lefe.

The requirement to staff overseas positions seems obvicus. The
Army Surgeon General has justified staffing medical centers to support
Army graduate medical education as critical to AMEDD survival in a zero-
draft cnvironnent.l9 Atmy internship and residency programs have his-
torically provided the single most successful procurement and retention
incentive for career cervice.zo In the all-volunteer enviroment, Army
graduate medical education 4{s cousidered essential to train graduating
HPSP participants and produce specialists to meet the requirements which
were formerly filled via the Berry Plan. 1In addition to providing specti-
alists, the graduate madical education programs provide a form of inden-
ture vhich is also considered mandatory for AMEDD survival.zl As a re-
sult of the active duty obligations they fncur, Army residencies produce
specialized medical officers who can be involuntarily asaigned to less
desirable locations overseas and within CONUS. In recognition of the im-
portance of the graduate medical education programs as an investment in

the future, the Army Medical Department expanded the number of internship

and vesidency positions from 1,137 4{n FY 1976, to 1,198 {n FY 1977 and
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1,443 in FY 1978.22 As moted previously, the 1978 expansion accounted
for a significant portion of the increased numbers of volunteers re-

cruited during that year.

Because they account for a significant portion of the active
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medical force (residency spaces accounted for over thirty-five percent

of the 1978 active Army physicicn stremgth), and are gemerally located

in metropolitan areas (which emables interaction with medical schools and
. civilian teaching hospitals), Army medical centers and their residency
prograas have been somewhat under attack, particularly during the period

of military physician ahcrtage.23 Although they are not ideally located

to support large trocp concentrations, these hospitals provide sophisti-
cated care to military benmeficiaries and act as referral centers in sup-
port of the MEDDACs for unusual or complicated cases. Furthermore, the
workload performed by interns and residents would exist, even if the train-

ing programs were abolished. As General Pixley has observed, the traiuing

F io these medical centers is not classroom lecture. Under supervision,
intarns and reeidents provide medical care to all cstegories of eligible

beneficiaries. To perform an equivalent workload, it would take between

two and three staff physicians tc replace each military {ntern or resident.

I

The necessity of meeting peacetime overseas requirements and thlie
logic of investing in strong programs of graduate medical education appear ]
to be inescapable. Army medical officer agsigrment priorities had a pro- 1

found impact during the late 1970's on the CONUS MEDDACa which act as

Al b

community hospitals for the troop concentrations at Army bases, as well

as the large populations of retired military which settle in their vicinity.
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A comparison of the Army-wide distribution of selected specialties as of

1 December 1975 and 1 October 1978 with the same data for MEDDACs ia

provided in Table 14.

TABLE 14
COMPARISON OF SELECTED SPECIALTY DISTRIBUTION,

ARMY-WIDE VS. MEDDAC'S, 1975 - 1978

Army-Wide MEDDACSs

Specialty 1975 1978 Percent 1975 1978 Percent

Reduced Reduced
Anesthesiology 83 62 23.5 - 36 13 63.9
Incernal Medicine 401 206 48,6 188 80 57 .4
OB -GYN ‘ 187 141 24.6 102 56 45.1
Orchopaedics 184 104 43.5 115 54 53.1
Pediatrics 235 213 9.4 114 88 22,8
Psychiatry 177 124 29.9 65 21 67.7
Radiology 128 77 39.8 62 28 54.8

Source: Compiled from Department of the Army WorkinZz Papers (SGPE-
MC) n.d., n.p.

As a result of these significzant reductions, many post hospitals
were forced to curtail services for selected categories of patients (pri-
marily retired members and their dependents). Medical care provided by
what had formerly bDeen one-doctor services (such as dermatology, opthal-
mology, otolaryngology, etc.), was no longer available at many Army hospi-
tals, or was provided on a 'circuit rider' basis by a supporting medical
center., In addition o the obvicus impact on the availability and accesss-

bility of military medical care, the reduction in services and staff ac the
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MEDDACs had a negative effect on the retention of those medical officers
who remained. In 1978, General Pixley observed that many doctors wno
might otherwise have remained in the Army were leaving because they did
not wish to be one of two remaining doctors on a service which just two
or three years previously had been staffed with eight to ten medical
officerl.zs
Short Range Solutions

During 1977 and 1978, the Army Medical Department launched a series
of immediate actions in an effort to partially offset the critical sghort-
ages of medical officers, particularly at the CONUS MEDDACs. These actions
included increasing the employment of civilian phyaicians where possible;
contractiog for specialized health services, such as radiology and patho~
logy; and purchasing supplemental care from civilian medical facili:ieo.26
Although they provided some relief, these initiatives have been aextremely
expensive. They have also resulted in considerably less efficient cover-
age compared to that provided by active duty physicians. The use of civil
service physicians on a forty-hour work week and contract surgeons on 2
part-time basis provided somg staffing relief in the emergency rooms and
outpatient clinics of Army hoapitals. However, use of these physicians
did not generally offer much assistance in the inpatient and specialty
areas where the critical problems cxistcd.27 Since it 1 bound by federal
civil service pay scales, the Army could not compete with the salary ex-
pectations of civilian specialists, and therefore could not attract them.28

The use of service contracts to obtain radiology and pathology

support which are essential for the delivery of quality health care has

proved to be enormously expensive. The costs of contracting for radio-
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logical support can approach $100,000 per year, for the equivalent of
one physician man year (2,080 hours per year).29 During FY 1978, twenty-
three MEDDACs obtained radiology support on a contriact basis, at a total

cost of $4.4 million. 1In the spring of 1978, projections for FY 1979

AERTA T - 4

included ten additional radiology contracts and an estimated cost of close
30

PRTT T

to aix million dollars for fifty man years of effort.
Contractural arrangements for radiology support are negotiated
i between the federal goverrment and corporations which employ a staff of
g radiologists and rotate them among Army hospitals to provide coverage.
Federal regulations prohibit direct employment of individual radfologists
at the salary levels they would demand. The rotation of radiologiscts
, among military hospitals has created inefficiency and discoantinuity of

support, in addition to the exhorbitant costs associated with the contrac-
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] tual alternatives to military radiologists.
1 The morale of military medical officers has been seriously degraded

by the necessity to obtain specialized services via contract. The $100,000

3 a year civilain radiologist works his forty-hour week beside the military

E physician who, depending on grade, years of service, and bonus eligibility,
earns between $20,000 znd $45,000 per year; and has been required, because

of the doctor shortage to vork extremely long houra.31 The impact of this

i abiea el in it AL )

situation, particularly on the morale of the younger meaical officars haa

been, in the opinion of General Pixley, “terrible!'dz

In addition to the cost and inefficlency of the short-term measureas

2w el e A

to off-gset the military physician shortage discussed in thia section, they

possess one further disadvantage. Civil service physicians and specialiscs

employed by contracting firms ars not deployable. Thus, while these
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measures may have provided some relief for the peacetime staffing
difficulties of the Army medical care system, they have not contri-
buted to the primary mission of that system--readiness.
Pradictions for the Future

The impact of the all-volunteer experiment on phyeician recruit-
ment and retention during the period investigated by this study resulted
in an acute shortage of physicians and a severe maldistridution of speci-
alists which have had a negative effect on the capabilities of the Arnmy
medical care delivery system. Similar experiences encountered by the
Navy prompted Admiral Custis, former Navy Surgeon General, to declare
in 1978 Senate testimony that "...the all-volunteer med{cal force has

failed. It 1is in fact noribund.'33 While the Army Surgeon General and

Defense Department representatives were not willing to judge the all-
volunteer experiment as harshly as this, their optimism regarding ulti-
mate success was at beat '"cautious." By m1d-1978, health planners in the
Department of Defense were still projecting that the critical milicary :
doctor shortages of the late 1970's would be eliminated by the mzd-1980'a.3a |
DoD representatives emphasized, however, that these optimistic projections
(reniniscent of the 'twenty percent over or under estimates' of 1977) were
based on assumptions which included an increased rate of volunteers to a
tri-service total of at least 700 per year, and retention of active medi-
cal officers at 1976-1977 levels. 1n addition, these projections assumed
that the Health Professions Scholarship Program would remain filled in
the tutute.35 AMEDD projections of improvement in the assigned strength

of active medical officers during the 1980's were dependent on assumpticns

that recruiting and retention programs which included an aggressive
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committment to graduate madical education and a competitive HPSP would
be uucceuafu1.36 In asddition, the Army Medical Department agsumed that
it would be able to procure betweean 250 and 275 volunteers per year.37
According to General Pixley, these will be obtained by a significantly
expanded force of physician recruiting afficers.38

Even though the Army Medical Department projected & gradual reduc-
tion of the mi{litary physician shortage by the 1980's, certain vital
specialties were expected to remain critically understaffed. General
Pixley predicted that by 1981, the Army would still have only 54.9 per-
cent of its 1977 aucthorizations for specialiats in internal medicine.
Significant shortages are also expected to persist in the specialties of
radiology (70.5 percent of 1977 authorizations), orthopaedic surgery (60.7
percent), and general surgery (70.9 petcenl:).39

The assumptions on which these 1978 projections of ultimate success
were based continued to rely on programs which had not achieved nearly the
resounding results that had been anticipated, and which, by 1978 were in
serious trouble. Thae Variable Incentive Pay program had beccme a serious
source of physician dissatisfaction because of its complexity, its insta-
bilicy, and 1its eroded value. The provisions of the VIP which excluded
Berry Planners and will exclude HPSP and ROTC participants until comple-
tion of their initial active duty obligation will continue to be a signi-
ficant source of discontent until they are modified. The uncertainty of
continued program viability caused by repeated short-term Congressional
extensions has been a serious impediment to optimizing the value of the
VIP as a recruiting and retention tool. General Pixley has noted that

Army medical officers do not consider their VIP and professional pay aa

o
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special or bonus pay; but rather, consider their total entitlements as
their justly due normal pay.

The salary potential for physicians is enormous. One Navy Lieu-
tenant Commander anesthaesiologist received an unsolicited offer of em-
ployment at $140,000 per year to start. Advertisementa have appeared
in profesaional journals for contract radioclegists to work in military
hospitals at a salary of $85,000 per year. The average annual salary of

1 It is abeolutely unreasonable, in the

a specialist exceeds S63,OOO.A
author's opinion, to expect a member of a profession with this income po-
tential, no matter how dedicated he might be, to remain voluntarily in

any organization in which there 18 continued uncertainty and turmoil sur-
rounding which pay programs will continue, who will be eligible, and what
his next year's pay will be. The sericus defects inherent in the current
VIP vwere demonstrited by the fact that in mid-1978, of the 1,006 Army VIP
agreements which were due to expire in 1978, only 525 renewals were ex-
pected; of 358 expirations in 1979, only 185 were expected to be reneVed.az

The discontent among military physicians regarding their income

can only be remedied by a stabilized program of compensatioa and incen-
tive pay which, in so far as possible is awarded on the basis of profes-
sional education, training, and experience, and which compensates military
physicians at a3 level which remains at least reascnably competitive with

the civilian sector. Coutinuation of the present conditione of instabi-

] T S

lity and perceived inequities will adversely affect retention of thoae
physicians currently on active duty, and may disenchant civilian phyaicians
who might otherwise volunteer for military servics. Present flaws in the

existing compensation system will also affect the attractiveness of the
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APSP and further diminish the future viability of this vital procurement
program.

Since ita enactment, the Health Professions Scholarship Program
has been unanimously characterized by mf{litary health planners as absolu-~
tely essential for achieving an ail-wvolunteer medical force. Department
of Defense projecticns regarding the retention of HPSP participants be-
yond their obligated service have relied on past experiences with the
retention of military residents and the career decision habits of those

medical officers who stayed in the military over ten years (forty to

fifty percent of the latter remained until retirenent).“3 It {3 true
that a significant number of HPSP participants will perform military re-

sidencies. 1t is also probable thatthose who perform military residencies

E]
o
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ek,

will serve between eight and ten years of active duty before their obli-
gated service i3 completed. It i3 very likely, however, that, as a result f
of perceived pay inequities and other dissatiafiers, future retention ex-

periences with RPSP participants will be considerably below current ex-

pectations. David Packard has noted that the past cannot be readily trans-

PR PR

lated into future projections for this group.aa The Army Medical Depart-

ment has had 1lmost no experience with the retention habits of physicians

OV

who become eligible to make a career decision for the first time after

eight years of active service. Dr. Anthony R. Curreri has predicted that
many of the HPSP participants will serve no more than their {nitial active ;
duty obligation.“s Admiral Custis has estimated that those who do not per- :
form their residency training in the military (and the military cannot |

begin to accommodate all HPSP participants), will be comparable to Berry
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Plan participants and will leave 2ctive duty as soon &s they become
eligible.?®
The analysis of projections regarding the retention of HPSP
participants may become moot unless immediate action is taken to make
this program competitive with other federal subsidy programs. The issue
of tax relief must be remedied by a permanent statement of the Congres-
sional intent, which has been repeatedly demonstrated by temporary solu-
tions, that this program be exempt from federal income taxes. In addi-
tion, program benefits must be repackaged to include a cost of living
adjustment to the monthly stipend in order to enable the Department of

Defense to remain compecitive with the Department of Health, Bducation

and Welfare in vying for the services of those medical st: ients who are

'villing to indenture themselves to the federal govermment in return for

subsidy of their medical education, Even if the HPSP 18 made financially
competitive with the NASCSP, the location of federal service within the
civilian cummunity under the latter program will undoubtedly prove to be
decisively attractive to many students who would otherwise have chosen
military service under the HEFSP, General Pixley bas consistently main-
tained that the major attraction of the Health Professions Scholarship
Program is not simply medical school subsidy, but also the attractiveness
of having high priority for selection for military internship and resi-
dency training programs which have traditionally been regarded highly by

the American medical cmuuunicy.“7

In view of the strong competition be-
tween federal agencies in the area of medical student subaidy, those staps

taken to ensure the continued viability of Army graduate medical education

may prove in future years to have been a critical factor which tipped the
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balance in favor of an all -volunteer medical force.

Although its credibility as a long-term solution aud institutional
aura for both faculty ard students were clearly diminished by the brief
controversy in 1977 over its continued sxistence, the Uniformed Services
University of the Health Sciences will begin providing a limited number
of military medical officers in 1980. If thie institution remaina free
from repeated attacks and the average retantion of its graduates lives
up to the projected sixteen years, the USUHS may yet prove ita critics
to have been in error. BRowever, the same factors which affect the reten-
tion of HPSP participants will also impact on USUHS graduates. If per-
reived inequities continue to exist regarding Variable Incentive Pay, the
longer service obligations incurred by graduates of the USUHS will merely
provide a longer period in which their disconteat will build.

It 1s unreasonable to expect the career intantions or econocmic
analyses of tventy-ona year old HPSP or USUHS participants to remain
unchanged eight or ten years later. Compensation packages which do not
consider the level of education and training of these medical officers,
and which deny them at least a partial bonus during their obligated ser-
vice, no matter how technically and legally justifiable, will drive thae
majority of those medical officers in whom the greatest investment has
been made from the military service at their first opportunity. In this
enviroment, the military medical departments will not achieve the sta-
bi{lized force of medical officers which was an essential component of the
original plan for achieving an ali-volunteer force.

1f medical officer stavility is not achieved, the military medi-

cal departments will be forced into a cyclical dilemma which will be some-
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what longer in its curve, but quite comparahble to that experienced dur-

ing tha ysars of the doctor draft. The major difference batween the

draft and all-volunteer eras will be the enormous expense of the latter
and the comparative affectivensss of the former. If this condition
prevails, it will rightly be said that the all -wolunteer experiment

failed to attract sufficient medical officers to assure adaquate medical
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support for the armed forces of the United States.
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CHAPTER V
CONCLUSIONS AND RECCMMENDATIONS

Conclusions

1. In the All-Volunteer Army enviromment, the active duty
strength of the Army Medical Corps decreased from 5,505 on 30 June
1973 to 4,063 on 30 September 1978, a decrease of over twenty-six
percent. During the same period of time, the populaticn eligible for
Aray health care increased slightly.

2. During the period examined by this study, a dramatic de-
trease in the availability of medical specialists created critical
shortages in certain medical specialties. In the period from 1 Decem-
ber 1975 to 1 October 1978, the Army Medical Department experienced
reductions of 48.6 percent of assigned strength in the specialty of
internal medicine; 39.8 percent in radiology; 43.5 perceant in ortho-
paedic surgery; and 24.6 percent in OB-GYN.

3. During the same period, the availability of specialists
at Army Medical Activities (MEDDAC) within CONUS was reduced even more
dramatically. Between 1 December 1975 and 1 October 1978, MEDDACs ex-
perienced a decrease of 57.4 percent of assigned strengcth in internal
medicine; 54.8 percent in radiology; 53.1 percent in orthopaedic sur-
gery; and 45.1 percent in OB-GYN,

4. 1Io the zero-draft envirorment, the assigned strength of
medical officers in Army Reserve and National Guard units, as vell as

the Army Individual Ready Reserve decreased precipitously:

119
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a. During the period from 1974 through 1977, assigned
medical officer strength in Army Reserve units decreased by a total
of 1,167, a reduction of 48.1 percent.

b. During the same period, total medical officer strength
in units of the Army National Guard declined a total of 429 officera, a
decrease of 44,2 percent.

¢c. From 1974 through 1977, the Army Ind{vidual Ready Re-
serve lost a total of 1,752 medical officers, an attrition of over 51.5
percent.

S. The reductions in medical officer strength which occurred
in bocth the active and reserve components of the U.S. Army resulted in
a critical shortage of Army physicians. By 1978 this doctor shortage
had rendered the Army Medical Department only marginally capable of
supporting a noo-mobilization contingency, and incapable of providing
adequate medical forces to support a major war in a theater such as
Burope.

6. Severs physician shortages and mon-availability of essential
specialists forced the selective curtailment or termination of medical
cara to certain categories of sligible beneficiaries of military health
care. This was particularly evident at post hospitals (MEDDACs) within
CONUS which, in the aggregate are the scurce of health care for ths
majority of Army patients. The category of patients most affected were
retired military members and their dependeuts.

7. The effects of the zaro-draft envirorment on physician pro-

Curemaent were not reflected immediately in silitary medical officer

strength. This phenomenon occurred primarily as a result of the contioued
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sccession of physicians who had incurred a deferred military obligation
by participating in the Berry Plan, and were in delayed officer status
at the time the draft vas terminated. During the period from 1 July
1973 to 30 October 1978, a total of 2,563 medical officers in this ca-
tegory entered the active Army. A total of 2,006 or 78.3 percemt of
these accessions occurred from 1974 through 1976.

8. The military physician procurement and retention programs
which were enacted and consistently supported by the Congress did not
achieve the high degree of success which had been enthusiastically an-
ticipated by military planners. Fundamental flaws in these programs,
compounded by inconsistent as well as poorly-timed efforts to remedy
them, created an enviromment of instability and uncertainty over the
future viability of these programs, gh;cb significantly hindered their
optimum effectiveness.

a, The tax exempt status of Health Professions Scholarship
Program benefits, obvicusly intended by Congresa but not specified in the
original legislation, was temporarily extended several times during the
period exsmined by this study. These temporary solutions which vere scme-
times permitted to expire before being renewed by Congress, created con-
siderable anxiety, discontent and hardships for scholarship recipients.
The full impact of these experiences on participant attitude toward the
federal govermment and the n}litary services will not become knowm until
these individuals become eligible for release from active military service,
many years hence.

b. The Variable Incentive Pay program, designed to provide

a level of compensation for ailitary physicians which would make military




Lomed oo WGP IS A p s B RS L b e = o -

122
gervice a reasonable altermative to civilian practice, became instead ]
a source of dissatisfaction among military physiciana. Temporarily 1

extended thrae times during the period examined by this study, the VIP

is perceived as uncertain, complex, discriminatory, and unacceptable by
military physicians who desire a stable and therefore predictable com-

pensation package which at least partially reflects the enormous income

it U dabvn o P b et S il AN AN

potential of the medical profession. Current provisious of *he VIP which

.t

exclude HPSP and ROTC participants until completion of their i{nmictial
active duty obligation may have & severe impact on retention of these
personnel assets and on future participacioo in these programs.

¢. The lack of provisions for adjusting the financial emn-
titlements of the VIP and the HPSP for inflation has seriocusly eroded
thair vslue during the 1970's. The {nclusion of cost-of-living adjuat-
ments in the benefits offered by other federal programs of medical school
subsidy makes these programs very strong competitors with the HPSP,

d. The Uniformed Services University of the Health Sciences
was an apparent source of controversy throughout the period examined by
this study. Attempts by the Department of Defense to terminate this in-
stitution in 1977 led to a brief but acrimonious Congressional debate.
Although the university is still scheduled to graduate its firsc class
in 1980, the controversy vwhich has surrounded ita developmental years may
have diminished its attractiveness to both faculty and students.

9. The instability, turmoil and perceived inconsistency of sup-
port wbich dimin{shed the effectiveness of recruiting and retention pro-
grams have created a negative impact on the credibilicy of the federal

govermment with many military physicians. This damaged credibilicy muet
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be overcome if the armed forces are to have any realistic chance of
attracting and retaining one of the most highly paid and readily em-
ployable professions within Americal society.

10. During its firsc five years of existence, the all-volunteer
force experiment has had a seriously negative impact on physician pro-
curement. JIn the zero-draft enviromnment, the Army Medical Department
has not been able to attract or retain sufficient medical officers to
maintain the readiness posture required by its primary mission of com-
bat support or to provide the health care expected by its eligible

beneficiaries.

Recommendations
If the all-volunteer force concept is to have any hopz of success-
fully achieving an adequate and self-sugtiining force of medical officers
in the 1980's and beyond, major adjustments must be made to existing physi-
cian procurement programs. The following recommendations therefore seem
appropriats.

1. That further research be directed toward attaining a consen-
sus vithin the Department of Defense and smmong other agencies of the
federal goverrment regarding the desired and affordable structure of the
military health care delivery system. The reassessment and possible re-
definition of the traditional roles, structure and missions of the mili-
tary medical departments is considered to be fundamental *o achieving the
consistancy of support and program stabilicy which are absolutely necessary
for attaining an adequate all -voluateer medical force.

2. That immediate action be taken to develop a stable and equitable
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compensation package for military physicians. Retention incentives
should be easy to comprehend and philosophically based on a physician's
level of training and productivity rather than his remaining military
obligation. PFailure to at least partially include HPSP and USUHS par-
ticipants who have completed specialty training, during their initial
period of obligated service may prove, in the hindsight of future years,
to have been a mogt grievous error.

3. That action be taken to obtain a permanent legislative stace-
ment of Congressional intent regarding the tax exempt status of Armed
Porces lealth Professions Scholarship Program bhenefits.

4, That a coat of iiving adjustment be added to the monthly
HPSP stipend, to counter the effects of inflation and to regain com-
petitiveness with other federal programs of medical school subsidy. The
very existence of these competing federal programs reinforces the ne-
cessity of seeking the consensus recommended above,

5. That the Army graduate medical education programs be recognized
and supported for their wvalue as a highly productive means of delivering
medical care and simultaneously assuring the continued availability of
medical specialists who are absolutely essential for the effective and
efficient delivery of medical care.

The achievement cf an effective and self-sustaining all-volunceer
medical force will contimue to require a very large investment of resources,
It i3 possible that the significant costs associated with the voluntary
procurement and retention of medical officers will become unacceptable in

light of competing national and defense priorities. 1f this should occur,
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the slternatives available to the nmational leadership will be clearly

defined: either permit the return to some form of compulsory national
8ervice for physicians which recognizes the enormous

federal investment
in and subsidy of medical education in the United States (and vhich 1in-
¢ludes military service as one means of repaying AMmerican soclety for

this investment); or allaw the healcth care benefits

of military gervice

to erode further, and, therefore, require the armed forces

to fight the

first battle of the next war with a demoralized Army which hag insufff~

¢lent doctors to provide adequate treatment for the sick and wounded,
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